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Vou. XXVI. 


The Speculum Matricis. 
By ALBAN Doran, F.R.C.S. 


THE Loan Collection, the property of the Royal Society of 
Medicine, deposited in the Museum of the College of Surgeons, 
possesses a sixteenth century ‘‘ Speculum Matricis,’’ in design one 
of the most ancient of all surgical instruments. A dilator or 
speculum of the same type was found amidst the ruins of Pompeii 
and is preserved in Naples, and a similar three-bladed instrument 
was certainly in use in medizval Europe, for it was well-known as 
a rectal or vaginal dilator to at least one surgeon, Gersdorff, who 
was in practice at the end of the fifteenth century. It underwent 
numerous changes in detail, and one later development is the well- 
known Weiss’ three-bladed dilator. All varieties, from the begin- 
ning, bore three or four blades expanding from a common point by 
means of a screw action. 

For placing at my disposal the instruments and works described 
and considered in this article my thanks are due to Professor 
Arthur Keith, Conservator to the Museum, and Mr. Victor Plarr, 
Librarian, Royal College of Surgeons, and to the Curator of the 
Wellcome Historical Medical Museum, Mr. C. J. S. Thompson. 

This speculum matricis (Fig. 1) is thus described in the ‘‘ Cata- 
logue and Report of Obstetrical and other Instruments exhibited 
at the Conversazione of the Obstetrical Society of London, held, 
by permission, at the Royal College of Physicians, March 28th, 
1866, p. 195 :— 

‘“A very curious variety of the tri-valve speculum, exhibited by 
Professor Breslau of Zurich. It is one of the terrible but histori- 
cally curious specimens described and illustrated in the now rare 
work of F. (sic) Rueff: ‘ Ein schén lustig Trostbiichle von den 
empfengknussen und geburten der menschen vnnd jren vilfaltigen 
zufalen und verhindernussen,’! Zurich 1554. MRueff lived in Zurich 
in the middle of the sixteenth century, and his book, translated into 
several languages, was one of the first concerning the obstetrical 
art. 


1. I have corrected several misprints in the long name of Ruefi’s work, 
ast appeared in the Obstetrical Society’s ‘‘ Catalogue.” 
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‘‘ The blades of this instrument are pointed, three inches long, 
and spring at right angles from the handle, which is heart-shaped 
and has a long screw running through its centre; this screw, 
attached to the blades, is turned by another handle similar in 
construction and movement to those used in the common street 
organs. Dr. Breslau writes to us as follows :— 

‘““* Eight years ago! I bought this iron instrument from an 
antiquary who had received it as a legacy from a physician, and I 
believe, judging from its form and construction, that it is an 
original one. I should be most happy if the Obstetrical Society of 
London would not only take an interest in this specimen of 
medizeval obstetric cruelty, but more if they deem it worthy of a 
place in their collection.’ The instrument is accordingly in our 
museum.”’ 

The speculum is not figured, and nothing further is said about 
it. The next paragraph in the ‘‘ Catalogue ’’ informs us that ‘‘ Dr. 
Mathews Duncan exhibited also a very ancient speculum, in all 
respects like the above, with the exception of the blades being 
rounded at their extremities and 4} inches in length.’’ It was not 
presented to the Obstetrical Society, whilst Dr. Breslau’s speculum 
has passed with the other instruments once in the Society’s 
museum into the possession of the Royal Society of Medicine, and 
is therefore included in the Loan Collection. 

This Loan Collection speculum matricis must be described with 
a little more precision. For the correct nomenclature of technical 
details concerning the different varieties of specula described in 
this article | am indebted to Mr. Barry Hopkins of Messrs. Arnold 
and Sons, and to Mr. Finerty, of the Museum of the College. 

The speculum weighs fourteen ounces, or nearly four hundred 
grammes, and is made of steel, apparently hand-forged and finished. 
It measures 7} inches (19cm.) in length. It bears three blades, 
each 3}in. (82 cm.) long, convex on its outer surface, and tapering to 
a somewhat sharp point. The inner surfaces are prism-shaped, so 
that all three blades may be brought into perfect apposition when 
closed, and made firm, fit in fact for introduction into the vagina. 
Each of the two lateral blades stands at right angles to a flat side-bar 
with which it is continuous. Each bar curves outwards and then 
downwards, making a wide curve, to join its fellow below, where 
they are united by a single or pin joint. The two form a shoulder 
about 33 inches (8°9 cm.) broad when the blades are closed, and give 
a pear-shaped outline to the instrument. The third, middle, or 
lower blade is continued into a flat cross-shaped piece of steel to 
which it stands at right angles. The cross-bar forms a pair of 
wings looped so as to travel over the outside curved bars. To the 
vertical bar of the cross, two bearings are affixed, the upper to 

1. I.e., in 1858. 
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receive the revolving head of the screw, the lower to carry the 
female screw. A third bearing, resembling the second, is fixed on 
the joint uniting the outside bars below. A male screw passes 
through these several bearings and is worked by a winch, the shaft 
of which is 13 inches (4'4cm.) and the handle 23 inches (7 cm.) 
long, so that the blades may be opened or closed as desired. 

The evidence that this sample in the Loan Collection is of great 
age and not a modern model is strong. It is hand forged, and 
another apparent proof of its antiquity is the polish of its surface, 
especially in the inner border of the lateral bars, which indicates 
that the smoothing of the metal was done by rough stone and not 
by the more modern file. 


THE SPECULUM MATRICIS KNOWN TO THE ANCIENTS. 


This kind of speculum is generally known as Rueff’s. That 
name is applied to it in Witkowski’s ‘‘Arsenal Obstétrical,”’?} fig. 
27, p. 14, but an instrument, also figured in the ‘‘Arsenal,’’ fig. 21, 
p- 13, practically identical in its mechanism, was in use among the 
Romans. 

The Pompeian Specula. 


Both the Museum of the College of Surgeons and the Wellcome 
Museum contain facsimile reproductions from the original vaginal 
dilators (Dioptera) found at Pompeii and now in the National 
Museum, Naples. They are the earliest specula so far discovered 
and belong to the first century of our era, at the latest, as Pompeii 
was destroyed A.D. 79. As stated on the cards placed under the 
facsimiles in the Wellcome Museum, the prototype of the bladed 
speculum was probably the obstetrician’s hand with fingers first 
placed together in the shape of a cone for introduction, and then 
spread outwards for exploration. Hippocrates, as we are informed 
on the cards, makes no special mention of the vaginal dilator, but 
speaks of two different kinds of rectal dilators similar in construc- 
tion to the bladed instruments used for the vagina, and numerous 
passages in his writings refer to lesions of the cervix uteri which 
necessarily imply the use of the instrument. Likewise, at a 
considerably later date, when we have evidence of its general use, 
we find no mention whatever of the vaginal speculum in many of 
the leading medical writers of the period, such as Celsus, Galen 
and Oribasius. 

Leonidas of Alexandria (A.D. 200), we are further informed, 
states, according to a quotation by Paul of A®gina, that the anus 


1. Kilian,on whose ‘‘Armamentarium Lucinae Novum ” the ‘‘Arsenal ”’ 
was founded, gives no drawings of Rueff’s and the Pompeian specula, either 
in his ‘“‘Armamentarium ”’ (1856) or in his earlier ‘‘ Geburtshiilflicher 
Atlas ” (1835). Yet it will be seen that Kilian knew of Rueff’s ‘ forceps ” 
and ‘‘ rostrum anatis.”’ 
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must be dilated like the vagina of women by means of the anal 
dilator, that is to say by means of the small diopteron. 

Thus, as these instructive notes remind us, the use of a bladed 
expansible instrument alike for the anus and vagina is recorded in 
the works of ancient authorities. When we turn to the middle 
ages, we find that Guy de Chauliac in his ‘‘ Grande Chirurgie ”’ of 
1363, in writing of the extraction of the child, directs the surgeon 
to ‘‘ introduce the instrument called Speculum which is provided 
with a thumbscrew, and dilate the vagina as much as possible.” 
No doubt de Chauliac is speaking of the same instrument, the 
thumbscrew, instead of the winch, being a mere modification, 
known, as will be explained, to Paré. It will be shown that 
Gersdorfl published a drawing of this speculum matricis in 1526, 
twenty-eight years before WRueff’s work appeared, and _ notes 
distinctly that it was used as an anal or vaginal dilator. 

The Museum of the College of Surgeons possesses, as has 
already been observed, a set of facsimiles of instruments found in 
Pompeii, from the originals now preserved in the Naples Museum, 
presented by the curators of the latter collection in 1886. There is 
a dilator not unlike certain nineteenth century instruments bearing 
that name and a four-bladed as well as a three-bladed speculum 
matricis. 

The four-bladed speculum differs entirely from Rueff’s in 
mechanism. The blades work on a frame by the mechanism seen in 
an artist’s easel. It probably held open thé vulva after the fashion 
of Albucasis’ speculum, represented as the ‘‘ Figura cochlez qua 
aperitur os uteri’? in Channing’s ‘‘Albucasis de Chirurgia, Arabicze 
et Latine,’’ Clarendon Press, Oxford, 1778, pp. 338-9. This 
speculum is also figured, but hardly identical in details, as ‘‘ Forma 
vertiginis qua aperitur matrix’’ in ‘‘ Cyrurgia parva Guidonis,”’ 
published in Venice in 1500. It is not quite clear, however, that 
the Roman four-bladed speculum was identical in mechanism with 
that figured by Albucasis and referred to by later writers.! 

There can be no doubt, on the other hand, that the three-bladed 
Pompeian speculum is the ancestor of Rueff’s. The blades are 
more convex externally and become somewhat narrower towards 
the lower and more cylindrical portion. The upper, free ends, or 
points of the blades are very blunt, a great deal blunter than the 
blades in the Loan Collection sample and in the instruments figured 
by Gersdorff and Rueff. Thus the ancient Romans finished off the 
blades better than the Europeans of the Renaissance; as may be 
seen at a glance (Fig. 2) the blades in the Pompeian speculum 
would be much less likely to wound or irritate the parts. In one 

1. For information about Abu’l Kasem Alzaharavi, commonly called 
Albucasis (died about 1122), and his numerous literary descendants, see 
Siebold, ‘‘ Geschichte der Geburtshiilfe,’’? vol. i, p. 287. There seems to 
be no evidence that he used the Pompeian-Rueff type of speculum. 
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important feature the Pompeian speculum resembles fig. 1, the 
Loan Collection instrument, for in both the blades are prismatic, 
whilst in Gersdorff’s and Rueff’s they are concave internally. It 
would have been better had the points been made as blunt in the 
sample to be seen in the College Museum as in the Roman proto- 
type, but the return to the prismatic type of blade was a good idea. 

The two lateral blades in the Pompeian speculum (Fig. 2) stand 
at right angles to a flat side bar with which they are continuous. 
The two bars running outwards, slightly curved with the convexity 
forwards, form a shoulder 2} inches or 63cm. broad when the 
blades are closed. Below the shoulder they turn very sharply 
downwards, running for over four inches, bowed inwards, so as to 
be within half an inch from each other in the middle of their course. 
At their extremities they turn inwards and are united to each other 
by a round hinge-joint about 4 inch (1°2. cm.) in diameter. A rod 
passes through the hinge and is secured by a linchpin on the upper 
surface. This rod has a very broad conical head, projecting from 
the under surface and bearing a female screw. 

The middle blade stands at right angles to a stout cross-bar 2} 
inches (6°3 cm.) long, with which it is continuous. The cross-bar 
bears a slot in each side so that it may travel over the side bars. 
There is a bearing on the under side of this cross-bar, for a female 
screw. 

The male screw is worked by a simple cross-bar handle 14 inches 
(38 cm.) wide. It passes through the head of the rod at the hinge 
and through the bearing on the cross-bar, above which it ends 
secured by a metal cap. 

Thus the male screw lies on the under surface of the speculum 
in the Pompeian instrument, but on the upper surface in the Loan 
Collection and many other Renaissance specula, though in a few 
sixteenth century instruments the screw runs below as in the 
Roman prototype. There remains, however, a special feature in 
the Pompeian speculum. Two flat bars, 3} inches (8°9 cm.) long, 
and convex externally, are prolonged below the side bars, each 
attached to the corresponding side bar by a hinge-joint. Thus 
they can be pushed outwards, out of the way when the screw is 
being turned and then pressed inwards so as to meet close above the 
handle of the screw; this arrangement allows the speculum to be 
firmly grasped. 

GERSDORFF AND THE SPECULUM MATRICIS. 

Rueff does not claim to be the inventor of the speculum matricis 
which he figures and which has been associated with his name ever 
since 1554. We find a drawing (Fig. 3) of a very similar though 
not identical instrument in the edition of the ‘‘ Feldtbiich der 
Wundartzney,”’ published 1526. The author describes himself in 
his preface as Meister Hansvon Gersdorff, genant Schylhans, burger 
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und wundartzet zii Strassburg.’’ It was printed ‘“‘ durch Joannem 
Schott zii Strassburg im Thyergartenn, Anno Christi MDxxvl.”’ 
Gersdorff served as a surgeon in the field during Charles the Bold 
of Burgundy’s wars in 1476-7. The first edition of the ‘‘Feldtbuch”’ 
was printed by Schott of Strassburg in 1517, the last was published 
in Frankfort in 1551.1 It is a remarkable treatise written in 
German, and printed (Latin and Greek as well as German words) 
in a fine Gothic or black-letter type. The title-page bears a spirited 
woodcut (Fig. 5) representing an army-surgeon and his assistant 
dressing the head of a wounded warrior. In the background 
soldiers are seen storming a castle. The woodcut is plain, except- 
ing the coats of the soldiers and of the surgeon’s mate, the flames 
from the castle, the sky behind the doomed edifice and the blood 
from the patient, all painted deep red, the colour being still unfaded 
in the copy of the ‘‘ Feldtbiich”’ in the library of the College of 
Surgeons. We need not dwell any longer on the general charac- 
ters of this fascinating volume. If we turn to page 57 we find the 
familiar speculum matricis represented in a woodcut which we 
reproduce (Fig. 3). The drawing is larger than Rueff’s but the 
two represent almost identical instruments, both differing in the 
same points of detail from the speculum in the Loan Collection. 
Gersdorff places on the left of his woodcut the words ‘‘ Speculum, 
ds ist den affter oder geburt glyder vn frawen zii Offnen ’’ (Specu- 
lum, that is—to open the anus, or the birth parts of women). The 
woodcut follows Chapter XVII, ‘‘ Von dem flussz Emorroidaruz 
(sic) ds ist der Fygenblotteren im affteren ’? (On the hzemorrhoidal 
flux, that is, piles in the anus). The instrument, in fact, is repre- 
sented by Gersdorff as a rectal speculum, though the author notes 
that it could be employed in obstetrics, a subject which is not 
included in the ‘‘ Feldtbiich.” 

In only one detail does Gersdorff’s speculum differ from Rueff’s, 
and that will presently be explained. I mention it here because it 
shows that Rueff’s drawing was not taken from the same sample as 
Gersdorff’s. 

Thus Gersdorff refers to the speculum as a surgical instrument, 
merely mentioning, under the title to his drawing, that it was also 
used in obstetrics. E.C. J. von Siebold in his excellent ‘‘ Versuch 
einer Geschichte der Geburtshiilfe ’’ (1839), omits all mention of 
Gersdorff, who was not an authority on obstetrics, though he 
devotes many paragraphs to Eucharius Résslin and Rueff. 


RUEFF AND THE SPECULUM Matricis: RéssLin, RAYNALD AND 
RUEFF. 
The library of the College of Surgeons possesses a copy of the 
original edition of Rueff’s work. It is entitled :— 


1. Gurlt and Hirsch, ‘‘ Biographisches Lexicon.’ 
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hec poriffimumconfyderantur, Libri fex, 
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Chirurgi Tigurini, 


INSERTAE quog; funt pifure uarie fortus, pri- 
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dum pertinemium , nec non poftremo wariorum monftroz 
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De Conceptu et Generatione Hominis, et iis qvae circa hec 
potissimum consyderantur, Libri sex, congesti opera Jacobi 
Rveff. Chirurgi Tigurini, Insertae quoq; sunt picturae 
uariae foetus primum in utero siti, deinde in partu, mox etiam 
matricis et instrumentorum ad partum promouendum et 
extrahendum pertinentium, nec non postremo uariorum 
monstrorum insuper. 


CHRISTOPHORUS FROSCHOVERUS excvdehat Figuri. Anno 
MDLIIII. 


(Fig. 6). 


Siebold (loc. cit.) publishes the names of Rueff’s work, a formid- 
able undertaking, not so much because there were many editions 
but rather on account of the long titles, which the author changed 
more than once. 

The Latin and vernacular first editions both appeared in 1554, 
published by Froschouer in Zurich, the German title is given above 
in the ‘‘ Catalogue’ description of the instrument in the Loan 
Collection. In 1559 a.second German edition appeared, with the 
same title and publisher, but in 1580 Feyerabendt of Frankfort 
published a third German edition entitled ‘‘Hebammenbuch, daraus 
man alle Heimlichkeit dess weiblichen Geschlechts erlehrnen,’’ etc., 
etc. A second Latin edition was published at Frankfort in 1580 
with a very long title! which Siebold omits, and a third issue with 
the same name in 1587; these two issues were, according to the 
title-page, ‘‘ Opera clarissimi Jac Rueffi, chirurgi Tigurini quondam 
congesti.’’ A Dutch edition, it appears, was published in Amster- 
dam in 1670. 

Rueff (1500—1558), whose name is spelt in five different ways, 
was a poet and a playwright, he was also a surgeon, and it seems 
certain that he superintended midwives in Zurich. Von Siebold 
considers that Rueff’s ‘‘ De Conceptu ’’ was little more than a new 
edition of Eucharius Rdosslin’s ‘‘ Der Zwangern frawen und 
hebammen rosengarten,’’ with emendations based on the author’s 
personal experience.” This statement is of special interest in respect 
to the speculum matricis. I have looked through the facsimile copy 


of Résslin’s ‘‘ Rosengarten ”’ (1513), presented to the library of the 


College of Surgeons by Sir Frank Crisp, and I find that it includes 
no drawing or description of the speculum. Hence it is not 
surprising that it is ignored in the ‘‘ Byrth of Mankynde ”’ which, 


1. The reader will find a copy of this edition in the library of the College 
of Surgeons. The title page bears a fine woodcut representingthe lying-in 
chamber. 

2. Das Buch des Reuff wird am besten als eineneue Ausgabe des Euch. 
Résslin angesehen, wobei sich der Verfasser bemiith hat dasselbe nach 
seinen besten Kraften zu verbessern,’’ Siebold’s ‘‘Geschichte,”’ vol. ii, p. 24. 
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as Dr. J. W. Ballantyne has shown us, is in great part a translation 
of Rosslin’s book.! 

On the other hand, we have seen that the speculum matricis is 
figured in Rueff’s “‘ De Conceptu.’’ It is also described in that 
work, in a chapter conspicuously modified from a similar chapter in 
Rosslin’s treatise. 

For in Rosslin’s ‘‘ Der Swangern frawen und hebammen Rose- 
garten ’’ (1513), the chapter ‘‘ Wie man das todt kindt von miiterleib 
bringen soll’’ (p. 67), begins very similarly to the chapter ‘‘ Quo- 
modo et quibus instrumentis impediti et mortui infantes produ- 
cendi,’”’ in Rueff’s ‘‘ De Conceptu’’ (1554). Ré6sslin, however, 
after directing how certain very unheroic measures must be tried, 
teaches (p. 70) that on their failure, ‘‘ Und ob solich artzney und 
stuck alle wie die in einer ordenung nach einander obgemelt seinclt 
dz tod kind nit usstreiben méchten, so miiss man ernstlich in 
die sach sehen vnd das tod kind von der miiter bringen mit hocken, 
ysingzwangen vnd andern gezeiigen darzii gemacht vnd soll man 
im also thiin.”’ 

The above passage is thus translated in Raynald’s ‘‘ The Byrth 
of mankynd,”’ folio 107, as | found when consulting a copy of the 
1552 edition in the library of the Royal Society of Medicine. 

‘* But yf al these medicines profet not, then must be vsed more 
seuere and hard remedyes, with instrumétes, as hoke, toges and soch 
other thiges made for the nonce.”’ ” 

Rueff after ‘‘Caeterum post omnia haec adhibita’’ (‘‘ De 
Conceptu,”’ p. 29) teaches quite a different line of practice. 

I need not reproduce the passages on the use of this speculum 
matricis in Rueff’s original Latin, as it is literally translated in 
“The Expert Midwife or An Excellent and most necessary Treatise 
of the generation and birth of Man . . . Compiled in Latine by the 
industry of James Rueff; a learned and expert Chirurgion: and 
now translated into English for the general good and benefit of this 
Nation. London. Printed by E. G. for S. B., and are to be sold 
by Thomas Alchorn at the signe of the Greene Dragon in Saint 
Paul’s Church-yard. 1637.” (Fig. 7.) 

The speculum is to be used when 


‘children sticking in the 


1. See Ballantyne, ‘‘ The Byrth of Mankynde,”’ Journal of Obstetrics, 
etc., vol. x, p. 297, and vol. xii, p. 225. The first edition was issued in 
1540, the last in 1676, hence it was contemporary for a long time with 
Rueff’s “De Conceptu ”? (1st edn., 1554, last, in Dutch, 1670), and the 
English translation, ‘‘ The Expert Midwife.” A revised list of the editions 
of ‘‘ The Byrth of Mankynde ” will be found loc. cit. vol. xii, p. 324. 

2. Dr. Ballantyne quotes this passage (loc. cit. vol. xii, p. 265) from 
another edition (1560). The orthography is not identical. In the title 
the last word s ‘“‘ Mankynd ” in 1552 and ‘“‘ Mankynde ”’ in 1560. See the 
photographs of the title pages, loc. cit. vol. x, p. 312 and 314. 
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wombe and being dead, are to be brought forth.’’ First potions, 
suffumigations, plasters and a medicated pessary are to be tried 
(pp. 98—103). 

“But after all these things being used, but especially, if the 
Midwife shall not be able to make way and passage for the Infant, 
the parts of the Matrix being enlarged and amplified as they should, 
Instruments wholly fit and profitable for those uses shall be used. 
And when as necessity shall require the use of them, the poore and 
distressed labouring-woman must be encouraged before hand with 
comfortable and cheerefull words, then the Instruments are to be 
prepared, and devout prayer to be poured forth to God: and that 
done, let her so sit upon the Stoole, that shee may turn her Funda- 
ment as much as shee can to the backe of the Stoole, and draw her 
legges to her as shee may, and spread and separate them as wide 
as shee can, the other women standing by, helping and furthering 
her, that the Midwife may conveniently performe and execute that 
which is to be done with the Instruments. But if another way 
shall please, and seeme more commodious to the Midwife, let her 
bring the woman to her bed, in which let her lie, her head declining 
and bending backeward a little, but her buttockes lifted somewhat 
higher than all the rest, and her legges drawne unto her so much 
as may be. Then with either of these Instruments, which shall 
please best, being annointed, let the Midwife begin to worke, and 
to proceed forward. For both these hereafter described and set 
forth are prepared to open, enlarge, and bring forth. 

““ Let the Midwife gently direct and convey one of these Instru- 
ments, that is, the Instrument named in Latine, Apertoriwm, the 
opening Instrument, being’ annointed and closed together by the 
necke of the Matrix into! the inward port or gate, which being 
sufficiently done, let her close together the Instrument with both 
her hands at the lower end of it, untill she have enlarged the mouth 
of the Matrix as much as sufficeth.? Or, if it please, let her use 
the other Instrument, named in Latine, Speculum Matricis, the 
Looking-glasse of the Matrix, after the same manner as was said 
even now of the other Instrument called Apertorium. But in this 
Instrument named Speculum Matricis, the turning joynt must be 
turned so often about, till you shall understand it sufficeth for 
dilatation and enlarging of those parts. And the Orifice or 
entrance of the Matrix being enlarged by that meanes, let the 
Midwife take hold of the Infant gently with her hands, and if it be 
possible, bring him forth with the Secundines. After let her wash 
and annoint the womb of the delivered woman, and let her bring 


1. Inaccurate, as will be explained. 

2. The apertorium was a large dilator cross-bladed. The blades are 
convex externally, and two hinged bars, crossing each other X-wise, con- 
nect their inner surfaces, acting like the spring in more modern dilators. 
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her to her bed, being delivered of the birth, and refresh and comfort 
her with sweet spices, and also with convenient meat and drinke.”’ 
All dead children, retained membranes and placental tissue, and 
moles require ‘‘the same maner of proceeding.’’ Should the 
midwife fail, then the dead foetus must be removed with the 
** Rostrum anatis, the Ducke or Drakes-bil,’’ or ‘‘ the Paire of 
Pinsers with which teeth are pulled out,”’ or else ‘‘the Forceps longa 
et tersa,' the long and smooth Pinsers or Tongs.’’ The last observa- 
tions and the drawings of the Rostrum anatis and the forceps longa 
el tersa are, like the remainder, reproduced literally from Rueff’s 
Latin edition in the English translation which was written in 1637, 
when Chamberlen’s “‘ saving ’’ forceps was probably in use. 

The blocks in the English translation are reversed and badly 
printed. 

The above passages have been quoted in full to show that Rueff 
completely amended Rdosslin’s chapter on the extraction of the 
retained dead foetus, from the middle part beginning ‘‘ Ob solch 
artzney’’’ and ‘‘ Caeterum post omnia haec adhibita.’’ It seems 
strange that Résslin does not mention the speculum matricis, which 
was known in 1515, when his ‘‘ Rosegarten ’’ was published. 


THE SPECULUM MATRICIS NOT A DILATOR OF THE CERVIX. 


There can be no doubt that this instrument was not meant to 
be a dilator of the cervix, but an expander of the vagina, a 
“speculum ”’ in fact as that word is now understood.” One passage 
in the translation, quoted in full above, runs: ‘‘ Let the midwife 
gently direct and convey one of these Instruments, that is, the 
Instrument named in Latine, Apertorium, the opening Instrument, 
being annointed and closed together by the necke of the matrix*® 
INTO the inward port or gate.’’ In the original the sentence reads 
“‘Alterum ex instrumentis illis, apertorium inquam, unctum et 
compressum obstetrix leniter per collum matricis AD portam interio- 
rem dirigat’’ (loc. cit., p. 30). The English sentence is clumsily 


1. Muller, in his ‘‘ Historia Forcipum et Vectium,’’ 1794, honours this 
instrument by placing it first (Plate i, fig. 1, ‘‘ Forceps Rueffi ’’) in his long 
series of drawings of obstetric forceps. Kilian, in his ‘‘ Geburtshiilflicher 
Atlas,”’ figures Rueff’s forceps and his rostrum anatis, but they are 
omitted in that authority’s ‘‘ Armamentarium.’”’ Neither the ‘“‘ Atlas ”’ nor 
the ‘‘ Armamentarium,’’ as has been already stated, contains drawings of 
Rueff’s speculum. 

2. ‘* Understood,’? I mean, as an instrument to be introduced into the 
vagina, and no higher. We are in no way concerned, when considering the 
“speculum matricis ’’ with the vaginal speculum as an instrument for the 
inspection of the cervix at the os for any purpose gynecological as well as 
obstetrical. 

3. The italics and small capitals in these quotations from the English 
and Latin text are our own. 
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composed, it reads as though it meant that the midwife should pass 
the Apertorium along the vagina INTO the os uteri, but in Rueff it 
reads ‘‘AD portam.’’ The speculum is to be used in the same way, 
‘‘ Speculum inquam matricis, eodem modo utatur, uti de apertorio 
modo dictum est.’ Ad portam evidently meant “‘ to,’ or “ as far 
as,’’ the os externum, not “‘ into’ the uterine cavity. Even as late 
as 1836, David Davis in the Atlas to his ‘‘ Principles and Practice 
of Obstetric Medicine ”’ describes a vaginal speculum of the Weiss’ 
urethral dilator type (Pt. XI.B, fig. 3) as ‘‘ a good representation of 
a speculum matricis. It is the instrument most frequently used at 
present in London practice. The part to be introduced, embraces 
a Staff finished at one end by a rounded termination, by which it is 
easily conducted along in contact with the os tincae.”’ Thus D. 
Davis’s speculum matricis only reached the os tincae, it was not 
designed to be passed up the cervical canal and to dilate that part 
of the genital tract so that the uterine cavity could be exposed to 
the eye. Fig. 1 in the following plate, XI.C, ‘‘ exhibits the model 
of a speculum matricis, which has been often very conveniently used 
by the author, to examine both the orifice of the uterus, and portions 
of the internal surface of the vagina.’’ This instrument is an 
ordinary tubular speculum, predecessor of the glass instrument 
introduced by Dr. Ferguson in the nineteenth century. 

Thus we must remember that ‘‘ collum matricis’’ or “‘ neck of 
the womb,”’ in old books on midwifery meant the vagina, not the 
cervix, and we must never look on the tri-valve speculum matricis 
as an early form of Bossi’s uterine dilator, a purely obstetrical 
instrument, nor as a homologue of the gynecological uterine 
specula of Barnes and Brissez. 


THE SIXTEENTH CENTURY SPECULUM MATRICIS: VARIATIONS IN 
PATTERN. 


The distinction between this speculum matricis of the Loan 
Collection and those figured in Gersdorff and Rueff’s works is not 
very essential. In Gersdorff and Rueff’s (Figs. 3 and 4) the side 
bars are in their lower half straight and parallel. They are not 
united below by a single or pin-joint, but are connected by a 
horizontal bar. In Gersdorff’s speculum there is a bearing on this 
bar for the passage of a female screw, after the mechanism in the 
Loan Collection specimen. In Rueff’s there is no such bearing, 
the female screw running through the horizontal bar itself, 
broadened along the line of transit. In the Gersdorff-Rueff type 
the male screw is fixed to a T-shaped mount with collars on the 
horizontal bars through which the side bars slide. In the Loan 
Collection sample the collars or loops belong to the cross-bar, as 
already described. In both Gersdorff’s and Rueff’s specula the 
blades are concave internally, not prismatic. 
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Witkowski (‘‘Arsenal Obstétrical,”’ fig. 33, p. 15) represents an 
instrument somewhat like that in the Loan Collection, describing it 
as a three-bladed dilator used in Mauriceau’s days. We must note 
that it is a dilaloire, whilst Witkowski calls Rueff’s instrument a 
Spéculum. It has, however, concave blades, and although the side 
bars come very close together below, they are united by a short 
horizontal bar, perforated by a female screw, as in Rueff’s speculum. 
The male screw runs into the collar through which the lateral bars 
slide, working the collar direct, and joins the middle blade. 
Witkowski also figures several Spéculums employés du temps d’A. 
Pare (loc. cil., figs. 29-32, p. 15), which, as will be explained, seem 
transitional between the speculum matricis and Weiss’ three- 
bladed urethral dilator in mechanism.! 

We may now consider the peculiarities of some similar instru- 
ments in the Wellcome Museum. 

Among the instruments of this class in the Wellcome Museum, 
arranged as belonging to the sixteenth century, there is a ‘‘vaginal 
speculum engraved with fenestrated blades described and figured 
by Gersdorff, 1521.’ It is not identical with that writer’s instru- 
ment (fig. 3) represented in his ‘‘Feidtbiich,’’ 1526, where the blades 
are solid. There is a bearing for the male screw on the horizontal 
bar between the lower ends of the lateral bars as in fig. 3, but the 
vertical limb of the cross-bar (continued, as in all these specula, into 
the middle blade above) terminates below in a straight rod which 
perforates the horizontal bar immediately under the bearing for the 
male screw. The most striking feature in this early Gersdorff’s 
speculum is the position of the male screw which, as in another 
instrument in this museum is described as a French late sixteenth 
century speculum, runs along the under side, and not on the upper 
surface of the vertical limb of the cross-bar. This assimilates both 
instruments to their ancient prototype, the three-bladed Pompeian 
speculum, but as old mechanical details abandoned by later 
designers may be re-introduced in yet more modern times, it cannot 
be proved that the underside screw is conclusive evidence of the 
antiquity of any particular instrument. 

There is also in the Wellcome Museum, a large speculum 
matricis of a similar type, except that the blades are concave 
internally and not fenestrated. In other samples there is a cross- 
bar uniting the lateral bars below as in the specula of the Rueff 
type, perforated for the male screw. In several others the lateral 
blades run below into a stout hoop or ring of metal, bearing the 
female screw ; in others the hoop is cut so as to be four-sided. This 


1. This type of instrument was more directly developed from Scultetus’ 
pattern. ‘‘Armamentarium Chirurgici,’? 1672, Pl. xvii, fig. iv. 

2. Mr. Thompson, the Curator, recently procured this speculum from 
South Germany. 
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ring or hoop is certainly a late contrivance, it makes the speculum 
firm and handy. In one of these “ ring-type’’ specula, as they 
may be conveniently termed, the blades are prismatic, though the 
ridge is very blunt. Excluding the Pompeian model, this is the 
sole speculum with prismatic blades in the Wellcome Museum. 
In one highly complicated instrument the middle blade is worked 
by a kind of lever which stands out awkwardly below the middle 
blade. Another ‘‘ speculum ”’ is guitar or warming-pan shaped, 
the side bars, absolutely straight, running together for about 
five inches. At the lower end the male screw passes through a 
bearing perforated by a female screw and revolves above in another 
bearing, which receives its head. There is no middle bearing with 
a female screw, as in the Loan Collection sample. The lateral bars 
which bear the side blades form together a very wide oval when the 
blades are closed. The winch handle is very big in this clumsy 
looking speculum. 

There is one speculum matricis in the Wellcome Museum, 
marked ‘‘ Vaginal Speculum: French, Late XVI! Century,’’ on 
which | must dwell on account of its strong resemblance to the 
sample, Fig. 1, in the College Museum. In both (1) the two lateral 
bars unite in a single joint below, and by their form give to the 
instrument a pear-shaped outline ; (2) the male screw and the three 
bearings connected with it are very similar, the bar of steel, ending 
above in the middle blade, being of the same form.?, The Well-. 
come Museum speculum differs from Fig. 1 in that (1) the blades 
are flat on the inner side, not prismatic. (2) The lateral bars are 
united below by a thumbscrew, not a single joint, so that the bars 
could be detached and cleaned when desired. (3) The male screw 
runs along the under surface of the instrument, and not on the same 
side as the blades. In this respect it resembles the Pompeian 
speculum (Fig. 2) and the earlier type described by Gersdorff, 
distinguished from his later type (Fig. 2) by its fenestrated blades. 
Yet in its lightness and its pear-shaped outline it approaches 
Mauriceau’s dilaloire a trois branches, a seventeenth century 
development of the speculum matricis. 

Already, however, this instrument was undergoing another and 
a very definite evolution when the speculum just described was 
designed. This evolution began, it appears under the auspices of 
no less an authority than Ambrose Paré. 


1. The Curator of the Wellcome Museum, Mr. C. J. S. Thompson, has 
pointed out to me that the date ‘ Late XV Century,” on the original label 
(when the collection was opened for the International Medical Congress, 
1913) was a misprint. 

2. Both are worked by a winch, as in Gersdorff’s and Rueff’s specula, 
aot by a thumb-screw. 
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Park’s SPECULUM: WEISS’ THREE-BLADED DILATOR. 


In the Wellcome collection there are three models of Ambrose 
Paré’s different specula. The first is the Vielle (hurdy-gurdy) 
pattern. The screw apparatus and bars are encased up to the 
blades between plates on their upper and lower surfaces. This 
protection of screws and bars reminds us of Greenhalgh’s metro- 
tome, where the idea was possibly taken from Coutouly’s utéro- 
stomatome (Witkowski, ‘‘ Arsenal,’ fig. 191, p. 45), whilst Coutouly 
very probably was inspired by Paré’s example. The screw is 
worked by a winch. This fiddle pattern speculum is figured in 
Witkowski’s ‘‘Arsenal”’ (Figs. 31, 32, p. 15). The second model 
of a speculum matricis ‘‘ after Ambrose Paré’”’ is almost identical 
with Rueff’s (Fig. 4), the male screw passing through the horizontal 
bar and not through a bearing on that bar. It is worked by a 
winch. The third of these models of Paré’s specula in the Well- 
come collection is intermediate. The bearing on the horizontal bar 
for the male screw is a big metal nut and the screw is worked by a 
thumb-piece, not a winch. This type is also figured in the 
“‘Arsenal,”’ figs. 29-32, p. 15. 

These Paré’s specula appear to be the prototypes of a yet later 
and far better remembered instrument, Weiss’ three-bladed dilator. 
A vaginal speculum working by Weiss’ mechanism was in general 
use in England eighty years ago, as we are assured in a passage from 
David Davis’s ‘‘ Principles and Practice of Obstetric Medicine ”’ 
quoted above; its blades were fairly broad, convex externally and 
concave within, but Weiss’ dilator, properly so-called, bore the 
narrow prong-like blades of the speculum matricis of Pompeii and 
of Gersdorff and Rueff. The smaller sizes are, | understand, still 
used for urethral dilatation by some surgeons, and a large-sized 
Weiss’ dilator is figured in Messrs. Maw, Son and Thompson’s 
Illustrated Catalogue for 1870 as a ‘‘ Uterus Dilator.”’ 


THe TUBULAR VAGINAL SPECULUM KNOWN TO THE ANCIENTS. 


Pierre Franco (1561) and Jacques Duval (1612) both testify that 
the use of the speculum matricis was advancing rapidly in their 
days. Yet whilst this three-bladed speculum matricis, long out of 
date, was known to the Romans, we must never forget that the 
tubular speculum, a gynecological rather than obstetrical instru- 
ment, still in use, was probably an earlier invention. As we may 
learn from a visit to the Wellcome Museum, the Talmud explains 
how a woman may ascertain if blood issues from the womb by 
introducing a tube into the vagina and passing a rod with a cotton 
tampon along the tube, which was probably a bamboo internode 
on the stem end of a gourd.!' Mar Samuel used a metal tube on 


1. The development of the tubular speculum from a piece of bamboo is 
well demonstrated in the Wellcome Museum. 
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about A.D. 160. Such was the instrument perfected by Dr. 
Ferguson of Claremont Square, N., fated to outlive the tri-valve 
speculum matricis and also the rather numerous tri-valve and 
quadri-valve gynzcological specula of the nineteenth century, well 
represented in the Loan Collection in the Museum of the College of 
Surgeons. The tubular speculum remains with us, not utterly 
superseded by Marion Sims’ excellent invention. 


ILLUSTRATIONS. 

Fig. 1. Speculum Matricis in the Loan Collection, Museum of the 
Royal College of Surgeons of England (4 nat. size). 

Fig 2. Fac-simile of the Pompeian three-bladed speculum, Museum of 
the Royal College of Surgeons (4 nat. size). 

Fig. 3. ‘‘ Speculum—that is, to open the anus, or the birth-parts of 
women.’’ From Gersdorff’s ‘‘ Feldtbiich der Wundartzney,” 1526. 
Library, R.C.S. 

Fig. 4. ‘‘ Speculum Matricis.’’ From Rueff, ‘‘ De Conceptu et Genera- 
tione Hominis,” 1554. Library, R.C.S. 

Fig. 5. Title page to Gersdorff’s ‘‘ Feldtbiich der Wundartzney,”’ 1524. 

Fig. 6. ‘Title page to Rueff’s ‘‘ De Conceptu et Generatione Hominis,” 
Latin edition of 1554. 

Fig. 7. Title page to ‘‘ The Expert Midwife,” English translation of 
Rueff’s treatise. Edition of 1637. 
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Pelvic Inflammation.* 


By F. A. L. Lockuart, M.B. (Edin.), Montreal. 


THE term “ pelvic inflammation ”’ covers such a broad field that the 
following remarks will be confined to those inflammatory processes 
affecting the Fallopian tubes, the ovaries and cellular and peritoneal 
tissues contained in the cavity of the pelvis. This inflammation is 
caused by the invasion of organisms by (1) direct continuity 
through the vagina, uterus and tubes ; (2) through the blood-stream ; 
(3) through the lymphatics; or (4) through the walls of the bowel. 
When the trouble has spread by direct continuity, the attacking 
organism is usually the gonococcus of Neisser, in which case the 
affection is most commonly bilateral. The other routes are followed 
—and these are named in the order of their frequency of occurrence 
—by the streptococci, bacillus tuberculosis and bacillus coli, the 
latter being most often seen in a recrudescence of an old attack, 
where the bowel wall has been weakened, thus allowing of more 
ready escape of the micro-organism. 

Diagnosis. While one frequently has all of the tissues in the 
pelvis, viz., the tubes, ovaries, peritoneum and cellular tissue, 
synchronously involved, usually one structure or pair of structures 
is isolated for attack by the offending organism. It may be very 
easy, in the latter case, to make a differential diagnosis, but at 
times this is attended with the utmost difficulty. 

One of the most perplexing cases is where you have inflammation 
on the right side of the pelvis, and you must determine whether the 
appendix is at fault or the ovary or tube of that side. The 
history, if one can be obtained, will be of value in making a 
diagnosis. As an almost invariable rule, tubal disease is preceded 
by an attack of gonorrhoea, follows pregnancy, or else there is some 
focus of tubercular disease elsewhere in the body. Any vaginal 
discharge should be carefully examined for micro-organisms, the 
finding of the gonococcus being strong evidence that you have to 
deal with a right-sided salpingitis. Gastric disturbance is usually 
much more marked in inflammation of the appendix than where the 
tube or ovary is affected. On examination of the abdomen, if the 
disease is appendiceal the point of maximum tenderness will be over 
McBurney’s point, while if it is tubal it is lower and nearer to the 
middle line. At times, also, you have a tender point on each side 
of the middle line just below a line joining the two anterior superior 
iliac spines in disease of the appendages. Vaginal palpation of 


* Read at the Gynecological and Obstetrical Section at the meeting of the 
Canadian Medical Association at St. John, N.B., July 8, 1914. 
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the mass is more difficult in disease of the appendix than of the tube 
or ovary. 

The differentiation between inflammation of the tube and 
tubal gestation is more important than the above in that the 
treatment of the two conditions is so radically different. One 
usually, and quite correctly, associated a subnormal temperature 
and a rapid, weak, thready pulse with ectopic gestation, but it 
must be remembered that, soon after leakage from a pregnant 
tube or its rupture, absorption begins, and this is almost invariably 
indicated by the rapid, bounding pulse and elevation of temperature 
of inflammation. This was well illustrated in the case of a woman 
who was admitted to the gynzcological service of the Montreal 
General Hospital several years ago. She was brought to the front 
door late one night, and no history could be obtained. Her 
temperature was 103°2°, and pulse 120 beats to the minute and 
bounding in character. Her mucous membranes were a good 
colour. On making a pelvic examination a very profuse muco- 
purulent vaginal discharge of a greenish-yellow colour was seen, the 
cervix was felt to be soft and the fundus was incorporated in a mass 
the size of a three and a half months’ pregnant uterus, The abdomen 
was tender over the whole lower third. As peritonitis was evidently 
present and the condition of the patient did not admit of delay, 
abdominal section was performed, and revealed a ruptured gestation 
sac with some organization of the blood which filled the peritoneal 
cavity. Usually, however, oozing of blood from the uterus, a 
history of amenorrhoea or of hemorrhage beginning soon after a 
menstrual period, and a steadily enlarging sausage-shaped mass, 
lying to one side of the uterus, will permit of a diagnosis of ectopic 
gestation. If still in doubt, the performance of a posterior 
colpotomy will clear up the question at once. If seen immediately 
after rupture, the case will present little, if any, difficulty in 
diagnosis. 

Abscess of the ovary is a comparatively rare disease, and usually 
follows the termination of pregnancy, either full term or premature. 
In such a case, the patient will probably progress very favourably 
for a week or ten days, when the temperature begins to rise, the 
pulse-rate becomes increased and the patient experiences pain in 
one or other side. Examination will reveal enlargement of the 
ovary together with exquisite tenderness in that region. The ovary 
will steadily increase in size until it may be readily palpated 
through the anterior abdominal wall. This is a good example of 
the infecting organism travelling by means of the blood-stream or 
lymphatic channels, as there is frequently no infection of the uterus, 
the germs gaining entrance to the system through a tear in the 
perineal body, and thence spreading up and outwards through the 
broad ligament to the ovary. Only very recently I operated upon 
the wife of a physician. She had suffered a complete laceration of 
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the perineum at childbirth, repair of which was attempted but failed. 
Septic pelvic peritonitis resulted, and finally settled in a mass on 
the left side. This was treated by hot air with marked benefit, 
but it would not resolve. On opening up the abdomen, this mass 
was found to be the left ovary, which was the size of a billiard ball 
and which was embedded in a mass of adhesions. The tube ran 
over this and was simply somewhat hard and thickened. The 
organisms had here entered through the lacerated perineum and 
traversed the broad ligament to the ovary. 

When the cellular tissue of the pelvis is affected, it is usually as 
the result of infection during the emptying of the pregnant uterus. 
It may follow either a full-term delivery or an abortion, especially 
when the latter has been brought about by artificial means. The 
onset is usually heralded by a chill, which is followed by elevation 
of temperature, increase in the rate of the pulse which is full and 
bounding, pain and localized tenderness. The latter, at first, is 
spreading, but later on becomes localized over the diseased area as a 
rule. On making a pelvic examination, a mass is to be felt within 
the cavity. This mass is hard, is confined to the base of the broad 
ligament or the side of the pelvis, and its lower border is ill-defined, 
the mass gradually fading away towards its lower and lateral 
aspects. The sensation which it imparts to the examining finger 
has been aptly compared to that which would be produced if 
plaster-of-Paris were poured into the pelvis. The upper surface, 
however, is well defined and rounded, being composed of inflamma- 
tory exudate, coils of intestine and the omentum, which usually 
tries to cover over and thus limit any inflammatory focus within the 
abdomen or pelvis. 

While pelvic peritonitis is usually caused by the spread of the 
inflammation from one of the above-mentioned conditions, what 
may be fitly described as an “‘irritative peritonitis’? may un- 
doubtedly exist. This form is seen to result from the escape of fluid 
into the peritoneal cavity where the uterus is perforated by a 
douching curette. It also may occur even in virgins, where they 
expose themselves to cold, as by taking a cold bath or getting 
their feet wet during the menstrual period. Here, one sometimes 
sees a reflux of blood from the uterus along the tube and so into 
the peritoneal cavity where it acts as a foreign body and thus sets 
up inflammation. 

Finally, one may have a troublesome pelvic inflammatory mass 
arising from infection of blood-clot left in the abdomen after an 
urgent operation for a ruptured ectopic sac. 

The prognosis depends largely upon the nature of the attacking 
organism. When this is the gonococcus, the prognosis is good, 
but it is much more grave when streptococci are present. The 
mass may resolve completely, leaving the patient with a compata- 
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tively healthy pelvis. Pus even may be entirely absorbed, but 
this happy termination is not very common. The sac may remain 
in statu quo ready to have the inflammation re-lighted on the 
slightest provocation. It may rupture into one or other of the 
adjacent cavities, such as the peritoneal cavity, the bladder, rectum, 
vagina or uterus, or else externally through the skin. In the case 
of one patient, recommended to me by the late Professor J. C. 
Cameron, cellulitis followed the delivery of a full-term child. 
When first seen the mass was low in the base of the broad ligament 
and well to the side of the uterus. It gradually worked up between 
the layers of the broad ligament, under the fascia of the pelvis, until 
it lay entirely in front of the peritoneum of the anterior abdominal 
wall, incision through which permitted the escape of about 750 cc. 
of pus, drainage of the succeeding cavity being followed by cure. 
The treatment of pelvic inflammation is the most important 
question to be considered. Fortunately, cases of pelvic inflamma- 
tion, seen by the gynecologist, rarely call for immediate operative 
interference, usually permitting one to wait until the acute process 
has subsided. The routine treatment of patients admitted to the 
gynecological wards of the Montreal General Hospital, suffering 
from acute pelvic peritonitis consists, first, in making a thorough 
bacteriological examination of any vaginal discharge which may 
be present. The patient is kept at absolute rest in bed, often in the 
Fowler’s position. Ice is placed over the whole of the lower 
abdomen and kept there. If the fornices of the vagina are not too 
tender, copious, hot, antiseptic vaginal douches are given twice 
daily, using but little force. The bowels are kept empty by using 
enemata whenever indicated. Occasionally the ice requires to be 
replaced by hot applications, but this is rarely necessary, the cold 
usually having the desired result of the relief of pain and con- 
gestion. If neither relieves the pain, morphine may be adminis- 
tered hypodermically, but this is only necessary for the first few 
hours during the time required for the ice or heat to take effect. 
When the patient is simply restless and not in much pain, a hypo- 
dermic of Pantopon given at night, is preferable to morphine as it 
has a less deleterious effect upon the gastro-intestinal tract. The 
diet, of course, is to be of the lightest but most nourishing descrip- 
tion, and it is frequently necessary to stimulate the patient by the 
judicious use of strychnine. The woman ought to be most 
carefully watched, and if no improvement takes place in a few 
days or she is perceptibly growing worse, operative measures 
must be considered. Where the mass is definitely pointing in 
one or other vaginal fornix, puncture through the vagina will 
be found of service. This, however, is not good surgery if it 
can be prevented, as the sac always remains and will frequently 
give trouble later on, but it enables one now and then to tide 
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a patient over the crisis and to build up her strength for more 
radical treatment at some later date. It is much better to open 
the abdomen and boldly attack the mass from above, removing the 
sac intact whenever possible. When this is attempted, it is well to 
make a good free incision so as to get well above the affected organ, 
in which case you can push the intestines up into the abdominal 
cavity, where they are retained by large abdominal towels, which 
also prevent any pus which may escape from contaminating the 
intestines. If possible, withdraw the pus from the sac by means 
of an aspirator before commencing its enucleation, this rendering 
the operation a comparatively clean one. If any pus has escaped 
into the resulting space it should be wiped up gently with gauze 
wrung out of 1—500 formaline solution, a portion of which may be 
left in the pelvis for a few minutes without the slightest fear of any 
harmful results. Unless the process is so acute as to indicate a 
very virulent organism or the peritoneal cavity has been consider- 
ably contaminated by pus, one may close the abdomen without 
drainage. If this is done and the patient placed in the Fowler 
position, the pelvic peritoneum can take care of a considerable 
number of micro-organisms. If, however, the peritoneum has been 
soiled by virulent septic pus, puncture the posterior vaginal fornix 
and drain through the vagina and abdominal incision, using a 
rubber tube for the former and a cigarette drain for the latter. 
When the condition has settled down into a chronic state much 
may be done, short of operation, to give the patient relief. The 
pelvic structures may all be matted together and yet be restored to a 
healthy condition by appropriate local treatment. One of the worst 
cases of chronic pelvic peritonitis that I ever saw was in a woman 
who had been sterile for fifteen years after having given birth to 
two full-term children. Rest in bed, vaginal tampons, hot douches, 
applications of tinct. iodi to the vaginal fornices, together with the 
use of galvanic current so cleared up that pelvis that she became 
pregnant and gave birth to a fine boy. The course of treatment 
was a long one, but the result was worth the trouble. In using hot 
douches for such a condition as this, many simply use one or two 
quarts of water. This is not giving this form of treatment a fair 
showing, as at least one gallon ought to be used twice daily, having 
the water decidedly warm. It is the warm moisture which causes 
the absorption which is aimed at, and not the antiseptic. During 
this treatment it is of course essential that the patient abstains from 
all sexual relations, as all causes of pelvic congestion cannot be too 
carefully avoided. One of the most useful therapeutical agents in 
gynecology is dry heat which was first brought to my notice in a 
paper written in 1909 by Dr. George Gellhorn, of St. Louis. 
Polano first suggested its use in gynzecology, and several methods 
of applying it have been devised, but that introduced by Gellhorn is 
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the best. | His apparatus “‘ consists of two semi-circular cradles 
made of thin sheet-iron and covered on the inside with asbestos. 
These two cradles lie one upon the other and may be pulled apart 
in the fashion of a telescope. On the inside of the free edges eight 
electric light bulbs are attached and a long wire furnishes the 
connection with the nearest switch. A hole in the roof of the cradle 
is provided for the thermometer. The mercury bulb of the latter 
should be only three or four inches above the abdomen so as to 
register the actual temperature of the air near the body, that in the 
upper portion being naturally warmer than in the lower portion. 
If no thermometer is used, this hole may serve as a chimney 
through which the hot moist air can escape. There are also a 
number of hooks from which gauze bags filled with calcium chloride 
may be suspended in order to absorb any moisture within the air 
chamber.”’ This apparatus is clean, light, perfectly safe and easily 
regulated, and can be used to apply heat to almost the whole body 
by simply drawing one cradle from beneath the other. 

Out of 22 cases of pelvic inflammatory trouble treated by me 
by non-operative measures since January 1, 1913, the application 
of hot air to the abdomen has been the treatment carried out in 15, 
the cases being diagnosed as follows :— 


Chronic pelvic peritonitis ... ... ... ... ...  6cases. 

22 


The number of bakings varied from 16 to 74, the average being just 
under 4o. The majority of women were baked twice daily for 
twenty minutes at a time. In very many cases vaginal douching 
and tamponing and the application of tinct. iodi to the vaginal 
fornices were also practised. Two of the acute cases were treated 
by this method, but the acute condition was subdued first by the 
application of ice to the lower abdomen, rest in bed, etc.; after 
which the hot air was applied. Only in two instances was the heat 
commenced while the temperature was above normal, and in neither 
case was any bad result noticed. In fact one was showing no 
improvement after some weeks’ ordinary treatment, but as soon as 
the baking was commenced the mass which had been present 
seemed almost to melt away. As for results, one patient was 
improving, but left the wards against advice; three are noted as 
improved ’’; while eleven are put down as “‘ well.”’ 

Most of the patients did not present any symptoms or conditions 
worthy of note, but the following may possibly be of some interest 
in the way of provoking some discussion. 
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CasEI. Mrs. C., aged 28, was admitted to the Montreal General 
Hospital on January 7, 1913. The history obtained was that she 
had been confined of a full-term child thirteen days previously. 
She had been running a temperature ever since the second day. 
On admission her temperature was 106°, pulse 120, and respirations 
24. She had a severe rigor just after entering hospital and was 
in a very bad septic condition. Her attending physician had given 
her several intra-uterine douches because the lochia was very foul. 
The abdomen was greatly distended by gas in the bowel and in 
the right lower quadrant one could feel a rounded, tender mass, the 
size of a large grape fruit. The skin was dry and harsh and the 
tongue foul and coated. A blood culture was taken, but yielded 
negative results. An injection of 30 cc. of anti-streptococcic serum 
was given in the evening, and by the next night the temperature 
was 98°, pulse 98, and respirations 24. At the same time 5 grs. of 
collargolum were given per rectum and repeated every twelve hours 
for three doses. The temperature remained down for about three 
days, and the patient steadily improved, but at the expiration of 
that time the temperature and pulse-rate again rose, but only to a 
moderate degree. In addition to the above, she was given an 
antiseptic vaginal douche twice daily, ice was applied to the 
abdomen and strychnine was administered hypodermically. The 
patient steadily improved, but there was practically no diminution 
in the size of the mass, so that on February 20 the ice was dis- 
continued and she was given the hot air bath for twenty minutes 
each day, with the result that the mass subsided so rapidly that on 
March 7, i.e., fifteen days after the first air bath, she was discharged 
cured. At this time a pelvic examination was made, the uterus was 
felt to be pulled towards the right side and a small mass was felt to 
the right of and posterior to the uterus, this subsequently clearing 
up. At the time of writing the patient is two months pregnant. 


Case 1. Mrs. R., aged 24, was admitted to the Montreal 
General Hospital on April 23, 1914. She had been delivered at 
term in the country on April 5, the labour being precipitate. The 
perineum was lacerated into the rectum and was stitched up at once. 
On the fourth day post partum, she felt chilly and the temperature 
ran up to 104°, with correspondingly rapid pulse. Under appro- 
priate treatment she improved, but here again a mass developed, but 
on the left side. Ice and douching having failed to reduce this, hot 
air baths were commenced on May 6, and given once daily until 
she was discharged on May 28, the vaginal douching being kept up. 
At that date the mass had markedly decreased in size until it was as 
large as a billiard ball, hard and not sensitive. Although the 
abdomen had to be opened and the mass removed later on, the hot 
air had a most beneficial effect in reducing the size of the mass, and 
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was undoubtedly of great benefit. When removed the mass was 
found to be an abscess of the left ovary and contained numerous 
streptococci of a very virulent type. This case was a good example 
of the imperviousness of an abscess wall to micro-organisms, as 
during the five weeks which elapsed between her discharge from 
hospital and operation her temperature remained between 98° and 
g9° except upon one or two occasions when she sat up in a chair. 

This paper has been written principally to bring before you the 
beneficial effects of the application of hot air in cases of pelvic 
inflammation, and I hope that you will give the treatment a fair 
trial, as I am convinced that it will save many a woman from a 
dangerous and mutilating operation. 
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Hemorrhage into the Ovary Associated with Severe 
Dysmenorrhea. 


(Read before the Midland Obstetrical and Gynzecological 
Society at Bristol, April 7, 1914.) 


By Beckwith WHITEHOUSE, M.S. 


PATHOLOGICAL haemorrhage into the substance of the ovary has been 
divided by Griffith and Williamson into two groups—(1) hamor- 
rhage occurring into pre-existing cavities ; (2) haemorrhage into the 
ovarian stroma. The former is by far the most common, and 
includes cases of excessive bleeding into one or more Graafian 
follicles, and the so-called ovarian blood-cysts. 

The present communication is concerned with the more un- 
common type of ovarian hemorrhage, viz., bleeding into the stroma. 
Little appears to be known with reference to the etiology and 
pathology of this condition, and therefore the publication of the 
details of a case of this nature which presents several points of 
interest seems to be desirable. 

The patient, a single woman, aged 40, was admitted to the 
General Hospital, Birmingham, on April 6, 1913, under the care of 
my colleague, Dr. Thomas Wilson, complaining of extreme 
abdominal pain during each menstrual period. The catamenia 
commenced at the age of 16 and had always been painful. So 
much so that nine years previously the cervix had been dilated and 
curettage performed with a view to its relief. No benefit was 
obtained, and for the two or three years immediately preceding her 
admission the pain had been extreme. The periods occurred at 
intervals of twenty-four days and lasted five days. The loss was 
not excessive. Pain began at intervals varying from three to seven 
days before the onset of the flow. It was first experienced over the 
sacrum and gradually extended to the flanks and hypogastrium. 
It was not relieved by rest, but was always easier directly the 
bladder was emptied. 

On bimanual examination the physical signs were negative. 
In view of the inefficacy of medical measures and also of curettage 
in affording relief, Dr. Wilson decided to perform total hysterec- 
tomy. This was carried out on April 8, 1913, the date of operation 
being fixed to coincide with the immediate premenstrual period. 
The specimen was submitted to me for investigation, and the 
following report is taken from the case notes :— 

Pathological Report. 

The specimen consists of a uterus and both appendages removed 
by abdominal hysterectomy. The uterus measures 332 in., 1} in., 
tin. The peritoneal surface is smooth and free from all adhesions 
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and irregularities. The organ appears normal with the exception 
of a rather patulous os externum. On section the metrium shows 
no pathological change, and measures ?in. in thickness at the 
fundus uteri. No neoplasms are present. The cervical canal is 
distinctly patulous and contains glairy mucinous secretion. The 
endometrium is hypertrophic and presents an almost papillary 
surface. It is creamy-white in colour and not hzmorrhagic. A 
sharp line of demarcation is present between the hypertrophic 
endometrium of the corpus and the smooth mucosa lining the 
cervix. This line is fixed at the os internum. The Fallopian tubes 
are normal and free from all sign of acute or chronic inflammation. 
No detailed description is necessary. 

The left ovary measures 1}in.x1in.x}in. Externally the 
organ is smooth, free from adhesions and presents a normal appear- 
ance. On longitudinal section (see Figure) a very unusual 
condition is seen. The cut surface of the organ is dark-red in 
colour and studded with minute punctiform hzmorrhages. These 
are scattered throughout the tissue, but are most numerous in the 
subcortical layer. Here several of the hemorrhages appear to have 
run together, but at no spot has any extensive extravasation of 
blood occurred. A large Graafian follicle is present near the 
surface of the organ, containing clear fluid unmixed with blood. 
It is in close apposition with a corpus luteum in the stage of 
retrogression and apparently corresponding to the preceding - 
ovulation. 

The right ovary has a similar measurement to the left organ, 
and the surface presents a perfectly normal appearance. No sign 
of hemorrhage is visible from the exterior. On section a similar 
condition of multiple petechial haemorrhage is seen to that described 
in the left organ, although to a slighter degree. The surface is 
studded with punctiform red spots, most numerous in the cortical 
area. No corpus luteum is present in the ovary, but a recently 
ruptured Graafian follicle is seen on the surface. 

Microscopically, the ovaries show small areas of diffuse hzemor- 
rhage into the stroma. The blood-cells are not contained in vessels, 
but lie free in spaces between the stroma cells. The hzmorrhages 
do not all appear to be of the same age. Thus in the older collections 
the red cells do not stain well and are partly absorbed. Evidence is 
also present of partial organization in these areas of old-standing 
hemorrhage. Frequently a recent hemorrhage abuts against one 
of longer date, and the contrast between the two is very evident. 
No bleeding has occurred into the Graafian follicle, and the corpus 
luteum presents a perfectly normal appearance. 

The tunica albuginea is thickened, but otherwise there is no 
evidence, either macroscopic or microscopic, of any inflammatory 
disease in either ovary. Plasma cells and leucocytic infiltration are 
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absent, and, apart from the organization of old hemorrhage, there 
is no excess of fibrous tissue. 


Remarks. 

The interest in the case lies in the unusual appearance presented 
by the ovaries on section, and also in the clinical association of the 
lesion with extreme dysmenorrhcea. When hemorrhage occurs in 
the stroma it usually forms a considerable extravasation with wide 
destruction of the normal elements. In the available records it has 
generally been associated with ovarian gestation or inflammation of 
the uterine appendages. In the latter case it has been called 
“ovarian hematoma.’’ In the large majority of cases hemorrhage 
is not confined to the stroma, but occurs also in greater or less 
amount in the follicles. 

The present specimen differs from others in that the hemorrhage 
is of a punctiform or petechial nature, is unassociated with bleeding 
into the Graafian follicles and unconnected with inflammatory 
changes either in ovary, tube or uterus. The cause is obscure. It 
cannot be due to secondary rupture into the stroma from Graafian 
follicles, as has been suggested in some cases of diffuse hemor- 
rhage. ‘There is no evidence in the history of any toxic agent at 
work, and furthermore the lesion is limited entirely to the ovaries. 
The absence of any inflammatory changes precludes the definition 
‘hemorrhagic odphoritis,”’ and the only term which appears 
adequately to meet the case is ‘‘ ovarian purpura.” 

The clinical association of the lesion with acute menstrual pain 
appears to be clear. The failure of curettage and dilatation of the 
cervix to relieve the pain and the absence of any evidence of disease 
in the uterus after removal, suggests that the seat of the dysmenor- 
hoea lies in the ovaries. The appearance of these organs removed 
during the pre-menstrual period when the pain is present is quite 
sufficient to account for the severity of the same. Several writers 
have drawn attention to the association of dysmenorrhoea and pelvic 
pain with ovarian hematoma. It is interesting in the present case 
to note that discomfort was present from the commencement of the 
function. Is it possible therefore that the cause of hemorrhage 
lies in a local developmental defect in the capillaries of the cortex, 
by which they are unable to resist the congestion normally taking 
place at each menstrual period ? 

The condition appears to be rare. The case has not been 
published for twelve months in the hope that further material 
bearing upon the subject might be obtained. Such, however, has 
not been possible, probably because in cases of severe dysmenor- 
rhoea attention is so often directed to the uterus rather than the 
ovaries. That the latter are frequently the seat of menstrual pain, 
I am quite convinced, and in cases of severe intractable dysmenor- 
thoea unrelieved by drugs and therapeutical measures applied to 
the uterus, exploration of the ovaries appears to be justifiable and 
indicated. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character 


or from being, in a special sense, typical examples of their 
class.) 


A Note on Malaria as a Complication of the 
Puerperium.* 


By BetHEL SoLtomons, M.D. (Univ. Dub.), F.R.C.P.L, 
Ex-Assistant Master, Rotunda Hospital. 


THERE may be some surprise that this subject has been brought 
before you this evening. Its rarity is sufficient explanation. The 
whole nature of the complicated case which I shall report caused me 
so much anxiety that I thought a recital of my troubles might save 
future worry to some of the Fellows so unfortunate as to encounter 
such a fever in their practice. The principal case was the first of 
a sequence of three, the last two of which, however, proved to be 
simple. 

Case of Mrs. M., the wife of an officer in the Indian army. She 
was an apparently healthy primigravida; the pelvis was normal by 
external pelvimetry ; breech presentation by palpation. The mem- 
branes ruptured at 7-30a.m. on June 4th: labour pains started at 
6p.m. At 4p.m. on June 5th the foetal heart rate, which had been 
between 130 and 140 to the minute dropped to 120: an hour later 
the rate was 114, and the mother’s temperature was 99 degrees F. 
Labour pains had been strong from the commencement. The 
frank breech was still high in the pelvis : and the case was evidently 
one of impacted breech. 

The vagina was so narrow, that there was difficulty in inserting 
two fingers. Under chloroform anesthesia, I dilated the vagina 
manually and very gradually. The first finger was then hooked 
into the anterior groin: an assistant pulled on my wrist and the 
breech was delivered. There was great difficulty with extended 
arms. The baby, whose weight was 8 lbs. 3 oz., was born in white 
asphyxia: it recovered as the result of the usual measures and is 
strong and healthy now. The perineum was torn into the rectum 
and far up in the vagina. This was not surprising owing to the 
narrow vagina and the large baby. The vagina and rectum were 
repaired by means of catgut suture and the skin edges were 
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3 
| 
| 


156 Journal of Obstetrics and Gynecology 


approximated by means of silkworm gut. There was no post 
partum hemorrhage. As haste was necessary in effecting delivery, 
I could not in this case employ such methods of dilating the vagina 
as Champetier de Ribes’ bag or pledgets of cotton wool. 

The temperature and pulse chart read as follows :— 


First evening temperature 100.4°. Pulse 92, bladder catheterised. 

Second _,, ‘5 99.4°. Pulse 104, bladder catheterised. 

Third 100.2°. Pulse 112, bladder catheterised. 

Fourth __,, 102.2°.. Pulse 120, vaginal and uterine 
douche. Some non-odorous 
lochia came away. 

Fifth 100.0°. Pulse 112. 

The temperature ranged between 99° and 100° for four days. 

Tenth evening temperature 101.2°. Pulse 120. 

Eleventh _,, ‘ 100.2°. Pulse 104, culture taken: ute- 
rine douche. No result 
from the douche. 

Dr. Rowlette reported that the smear was negative, and later 
that the cultures were also negative. 

From the commencement of the fever quinine hydrobromide 5 
grains thrice daily, liquid extract of ergot one drachm twice daily, 
and whiskey six ounces daily, were being administered. All these 
were discontinued on the advice of Dr. Rowlette. 

The question of malaria had been present in my mind, but as 
Fry! says in an excellent paper on puerperal malarial fever, it is 
far safer to treat malaria for sepsis than vice versa. 

On the 15th day the urine contained a slight amount of albumin 
but no pus. The chest was normal. There was nothing to sug- 
gest septicemia beyond the high temperature and the rapid pulse 
rate. Blood was removed from a vein in the arm. The cultures 
were negative. At the same time the blood was examined for 
the malaria parasite, and Dr. Rowlette found it present. Quinine 
bisulphate, 10 grains three times daily, was then given, which 
brought the temperature to normal after six days. It remained 
thus for nine days, and the patient had been allowed to leave her 
bed for two days when without any apparent reason, on the 30th 
morning, the temperature rose to 101.4° ; on the 31st evening it was 
102.2°, the 32nd evening it was 103.2°, 33rd evening 101°. Quinine 
was again administered, and the temperature fell to normal and 
remained so (with the exception of the 39th and goth days when it 
reached 100°) until she left the home in good health on the 48th 
day. 

It may be asked why the diagnosis of malaria was not made 
sooner. It had never been my lot to meet a case of puerperal 
malaria. The patient had not mentioned that she had suffered 
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from the disease, and only informed me later after close investiga- 
tion that she had had an attack two years previously. The difficult 
and complicated nature of the confinement made one think firstly 
of septic infection, although needless to say all aseptic precautions 
were taken. The fact that the upper part of the vaginal laceration 
did not unite at first made infection all the more possible, as fzeces 
were issuing from the vagina. The difficulty in diagnosis was 
increased by the temperature curve which was hectic in type: there 
was no liver or spleen enlargement: no sickness or nausea. 
Rogers,” in his work “‘ Fevers in the Tropics,’’ states that a rise of 
temperature in the morning is against other fevers. The type of 
malaria which was present in this case seems from the chart to be 
the double tertian variety. 

Daniels and Wilkinson® in “‘ Tropical Medicine and Hygiene,”’ 
Part 1, note that malaria can be diagnosed from (1) discovery of the 
parasite, (2) pigmented leucocytes, (3) increase in the relative 
proportion of large mononuclears without increase in the total 
number of leucocytes. It is to be regretted that there was no 
differential blood count made, though the discovery of the parasite 
may be regarded as a positive indication of the disease. 

It is easy to imagine my feelings when I was called to attend 
the two patients which followed the last. 

Case of Mrs. D., a white woman married to an Indian, an 
apparently healthy 2-para with a history of malaria. This woman 
had a normal confinement and gave no trouble until the fourth day, 
when she had a shivering fit with a rise of temperature to 99° F. 
This ‘fit’? seemed to be hysterical and the remainder of the 
puerperium was apyretic. 

Case of Mrs. B. A primigravida who gave a history that she 
had nearly died of malaria in Rhodesia. She had the marks of 
abscesses in her arms where quinine had been hypodermically 
administered. She had an idiocyncrasy against quinine and 
arsenic. The delivery was a very difficult breech but happily the 
puerperium was without incident. 

Malaria complicating the puerperium is a very rare condition. 
The four text-books* which I have consulted ignore it. I have 
enquired from many Indian Medical Service men, who all report 
that they have never seen a case. A search of the Indian Medical 
Gazette> from 1880 until the present day revealed no reported case. 
I found in the literature four papers,® and reference to nine others 
which were not obtainable in Dublin. Fry, whom I have already 
quoted, warns the physician against the unproved diagnosis of 
malaria. He reports fully one case: its similarity to mine is note- 
worthy. Coe® communicates two interesting hyperpyretic cases in 
the puerperium. He considers malaria to be a cause of one of 
them, although no blood examination was made. The few 
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American writers who have reported cases seem to consider that 
the question of a miasmatic origin of a rise of temperature should 
always be raised. If this is to be believed, the Dublin maternity 
hospitals should have many such cases. 
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Case of Bilateral Duplication of Ureters Compli- 
cating Operation for Cancer Cervix Uteri: one on 
each side severed and successfully implanted into 
the Bladder. 

By RatpH Worratt, M.D. (Mch.), Q.W.I. 
Gynecologist to the Sydney Hospital. 


TuE following interesting case, I thought, should be added to our 
common stock of experience :— 

Mrs. Y., 46, vi-para., presented herself on July 15, 1913, com- 
plaining of ‘‘ menstruation having been frequent and profuse in an 
unnatural way, with yellow discharge between periods,’’ for more 
than eighteen months; for the past four months the hemorrhage 
had been continuous. She had felt weak lately and had lost a little 
flesh. 

Examination showed her to be a stout, somewhat anzmic, but 
otherwise healthy-looking, woman. There was an infiltrating, 
ulcerating carcinoma of the vaginal portion of a lacerated cervix 
which was much enlarged, filling up the vaginal canal. The 
disease extended upwards to the cervico-vaginal junction and 
invaded the vagina on the right. The right parametrium was 
considerably thickened. 

On July 18, after preliminary application of sharp spoon and | 
cautery, the radical operation for cancer of the cervix was per- 
formed. ‘The operation was difficult owing to the obesity of the 
patient and fixation of the uterus. The ureters were tracted to the 
bladder and isolated in their pelvic portion. 

After removal of the uterus examination of the lower ligatures 
led to the suspicion that on each side a ureter had been divided and 
tied; insomuch, however, as careful examination by myself and 
my assistants, Dr. Cedric Bowker and Dr. Blaxland, of the 
apparently real ureters showed them to be unquestionably intact, 
the pelvic and abdominal wounds were closed, and the patient 
returned to bed moderately collapsed from venous hemorrhage 
during the operation, 

Twenty-four hours afterwards it was found that the patient had 
passed only 10z. of urine in all, and, although the pulse had 
somewhat recovered, she was evidently in a parlous state. 

After consultation with my assistants and Dr. Jenkins, it was 
decided that we had evidently overlooked the possibility of double 
ureters, that the main ureter on each side had been tied and that it 
was our duty to give the patient a chance by re-opening the 
abdomen, severing the ligatures and implanting the ureters into 
the bladder. This proceeding was at once carried out. There was 
no difficulty in defining the ligatured ureters as both were dilated 
above the ligature. They were disinterred, their ends split and 
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implanted into the bladder close to the other ureter on each side, 
which was plainly demonstrated about a quarter of an inch above and 
external to the original point of entry of the divided ureters. A 
peritoneal gauze drain was passed into the vagina and the wound 
again closed. 

The patient bore this second operation, which did not take long, 
very well. An immediate improvement in her condition began. 
Twenty-five ounces of urine were drawn off in the first twenty-four 
hours. 

After forty-eight hours a leakage of urine from the vagina was 
noticed in addition to an increased bladder flow. 

August 1—12th day—pus was found in the urine, and there was 
pain and tenderness in the kidney region on each side, with pyrexia. 
The abdominal sutures were removed, perfect healing having taken 
place. 

August 21, a month after operation, the patient was able to walk 
on to the balcony. The pulse was normal, but there was a rise of 
temperature each evening to 99°—99'4° and occasionally to 100° ; 
the urine was excessive in quantity, over 60 ozs., and contained pus 
and albumen with a specific gravity of 1005, but there had been no 
leakage for several days. Both kidneys still moderately tender. 

Sept. 16. Patient left the Hospital. The leak had recurred, 
and she was obliged to wear a diaper. The urine still contained 
pus, and the temperature every few days ran up to 100 or over at 
night. Bimanual examination showed the pelvis to be normal. 
By the speculum one could see a slight trickle of urine, high up in 
the vault, from the left angle of the scar. 

Nov. 10. Nearly four months after operation Dr. Blaxland 
reported that after returning home the patient had several rigors 
with high temperature from an exacerbation of the pyelo-nephritis. 
Dr. Finch had been called in and had made an autogenous vaccine, 
of which eight injections had then been given with benefit. Two 
pieces of chromic gut with knots which had been used in suturing 
the ureter to the bladder had been passed per urethram. The leak 
was about the same; the urine still contained pus. 

January 27, 1914—five months after operation—the patient wrote 
to say she was very well, and thinking of going to England. 
‘No leakage for three weeks; urine clear; no temperature for long 
time.”’ 

March 11—seven months after operation—the patient reported 
herself. No leakage; had gained flesh. Urine clear; no vaccine 
for nearly three months; felt quite well. Examination showed 
everything normal. 

I have looked up the subject of duplication of ureters in all 
available literature. 

Cunningham merely says that the upper half of the ureter is 
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sometimes double; more rarely the duplication extends throughout 
its entire length. 

Wertheim, in 500 radical operations for cancer uteri, found a 
double ureter four times. In one 6f the four the condition was 
bilateral. 

The best account will be found in the 1912 contribution from the 
Mayo Clinic in connection with the use of pyelography in the 
diagnosis of congenital anomalies in the kidney and ureter. Seven 
instances of double ureter are referred to, and one of three ureters; 
in one the condition was bilateral ; in one the left ureter crossed the 
vertebral column and joined the right ureter, so that there was no 
ureter in the left half of the pelvis. 

Operators just now seem chary of implanting the ureters into 
the bladder owing to the frequent fatalities from pyelo-nephritis 
following this procedure. 

These untoward results one would naturally expect when re- 
calling the beautiful check valve action by which reflux from the 
bladder is normally prevented. Not alone does the ureter enter the 
bladder wall obliquely and lie imbedded in its muscularis for the 
space of three-quarters of an inch, but there is in addition 
surrounding each orificium ureteris the crescentic fold or valvula 
ureteris. In implantation this arrangement, constituting what is 
called the “‘ factor of safety ’’ is entirely absent, and therefore reflux 
from the bladder and infection would seem more likely to occur. 
Against this view, however, and encouraging the surgeon to hope 
for permanent as well as immediate good from a measure which in 
certain desperate straits he is practically forced to adopt, is an able 
and original paper in the Mayo Clinic volume, 1912, by Drs. Draper 
and Braasch, in which the authors conclude that ‘‘ protection from 
reflux and infection is ensured as much by the physiological 
function of the ureter as by the check valve action at the meatus.”’ 

Cunningham, too, in the last addition, says: ‘‘ It is probable 
that an exaggerated idea of the valvular nature of the openings 
of the ureters into the bladder is obtained by an examination of the 
parts in the dead subject.”’ 

In doing a Wertheim’s operation last week I had a striking view 
of the peristaltic action of the ureter in performing its physiological 
function; it exactly resembled the movement of a caterpillar, and 
one could readily understand how this movement and _ steady 
downward propulsion of urine operated against an ascending 
infection and reflux from the bladder. 

The lessons to be learnt from this case are—that anomalies are 
to be borne in mind if one is to avoid occasional disaster from their 
presence, also that the maxim of Horace, ‘‘ Nil Desperandum,”’ 
written 2,000 years ago, is a good motto for the surgeon. One 
should beat a ‘‘ Xenophon ”’ retreat ; that is, however desperate the 
condition, one should finish the operation in such a way as to give 
the patient a chance. 
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Hydronephrosis Developing Suddenly 21 days after 
Laparotomy for a Large Pyosalpinx. Nephrectomy. 


By V. B. Green ArmytaGe, M.D., I.M.S. 
Resident Surgeon, Eden Hospital, Calcutta. 


Mrs. G., an Anglo-Indian, aged 26, was admitted into this hospital 
on May 20, 1913. She looked ill. Her history was that she had 
had an abdominal swelling for two years. She had no pain, nor 
was there a history of fever. She said that two months before, the 
tumour had suddenly disappeared, and that she had a very profuse 
discharge of pus from the vagina. This had continued for a week 
or so and then the tumour gradually began to re-form in her 
abdomen. 

On examination there was found rising from the pelvis a rounded 
swelling, tense and elastic, the size of a foetal head. It was not 
mobile. No thrill could be detected. Per vaginam the vaginal 
vault was hard and matted as from old inflammatory deposit. The 
uterus was displaced to the right by the tumour which occupied 
the greater part of the pelvic cavity and rose above the brim as 
described. There was no pain or tenderness. A blood count 
showed 3} million red cells and 11,000 white. Beyond slight 
menorrhagia there was nothing remarkable in the menstrual his- 
tory. A diagnosis of large pyosalpinx was made. 

Under chloroform and ether the abdomen was opened. I then 
found a fluctuating tumour the size of a croquet ball with omentum 
adherent to it and the uterus closely adherent to the right side of it. 
The omentum was tied off and with great care; I was able to shell 
out the entire pus sac from its pseudo-capsule of broad ligament and 
inflammatory tissue without rupturing it. At the base of the broad 
ligament there were very dense adhesions involving the pouch of 
Douglas and rectum. After enucleation the raw surfaces on the left 
side of the uterus, and the cavity in the broad ligament (or capsule 
of the pus sac) were closed over, using catgut. The usual peritoneal 
toilet was completed and the abdomen closed in layers. Operation 
time 45 minutes. The pus sac was found to have a wall 3mm. in 
thickness. Its contents, on examination by Professor L. Rogers, 
were found to be thick greenish pus, but sterile bacteriologically. 

The patient made an uninterrupted recovery and was up and 
about on the 18th day after operation. However, on the 2oth 
day after, she began to complain of pain in the left loin, and passed 
very little urine (11 0z.). There was nothing definite to be made 
out except resistance locally. On the 21st day she said the pain was 
severe, she passed only to oz. of urine, and there was now easily 
perceptible in the left loin a tumour having all the physical signs 
of a small renal tumour. During the next three days this greatly 
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increased in size, and in order to relieve her pain I, with every care, 
tapped the swelling and evacuated 37 oz. of fluid which contained 
‘17 per cent. urea and ‘13 per cent. albumen. The next day, using 
Nitz’s apparatus, I catheterized the ureters and found that whereas 
the right one was patent and secreting, into the left one I could not 
pass the catheter more than two inches. The right kidney was now 
secreting 16 to 18 oz. daily. I therefore on the 6th day proposed 
operation as the tumour had again formed in the loin. Hoping that 
possibly one might be able to locate the site of obstruction to the 
ureter the abdomen was re-opened, but owing to the bulging of the 
tumour nothing could be found and during these manipulations the 
thin-walled urine sac burst, with the result that the peritoneal cavity 
was flooded. This was carefully swabbed dry and the wound 
closed as usual. Then, turning the patient on her right side, 
through the ordinary Morris incision the bag-like kidney was 
rapidly brought to the surface and removed. There was very little 
shock. All the wounds healed by first intention and the patient 
went out of hospital in 28 days quite well. She has been seen after 
ten months, and is in good health, with excellent scars. 


I have thought this case worthy of record for the following 
reasons :— 


1. That the number of cases recorded of kinking of the ureter 
by the fibrosis and dragging of inflammatory tissue inthe neigh- 
bourhood of the ureter is comparatively small. 

2. Because at the time of the original operation there was no 
question or possibility of the ureter being injured ; the whole pus sac 
having been removed entire from within its pseudo-capsule. 

3. Because although the history was of two years’ duration, 
the pyosalpinx the size of a croquet ball, and there were dense 
pelvic adhesions, the patient suffered from neither pain nor fever. 

4. Because the patient was up and perfectly well until the 2oth 
day, when sudden pain and diminished urine arrested attention ; 
this being followed the next day by the signs of a renal tumour 
which rapidly increased in size. 

. After removal the main change in the kidney was enormous 
dilatation of the pelvis, the substance of the organ being only 
thinned and flattened in a minor degree. 
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REVIEWS OF CURRENT LITERATURE. 


Unper Cuarce or Eanpiey Hotranp, M.D. 


Surgery, Gynzcology and Obstetrics. 


Xviii, 5. May, 1914. 

1. The difference between the older and the newer treatments by x-ray 
and radium in gynecological disease. Professor KRONIG. 

2. Complications following surgical operations. A report of the compli- 
cations in a series of 6,825 surgical operations performed in the 
Mayo clinic in the year 1913. E. H. BECKMAN. 

3. Hysteromyomectomy : its evolution and perfection. Louis McMurtry. 

4. Efficient engineering in pelvic surgery ; one and two suture operations. 
ROBERT DICKINSON. 

5. *The influence of ectopic pregnancy upon the uterus, with special 
reference to the changes in its blood supply and uterine bleeding. 
Based on the study of twenty-five injected uteri associated with 
ectopic pregnancy. JOHN SAMPSON. 

6. Operative treatment for malformations of the uterus and vagina. J. 
MunNRO KERR. 

7. A method of exposing the pelvic portion of the ureter. JOHN BIRNIE. 

8. Technique employed in the excision of the carcinomatous urethra. 
SIGMAR STARK. 

g. A simple heat method of sterilizing and storing catgut; after ten 
years use of it. Wm.ArpD BARTLETT. 

10. A new operative procedure for the treatment of suppurative salpingitis 
in young women. W. BLAIR BELL. 

11. The treatment of a case of birth fracture of the shaft of the femur. 
VILRAY BLAIR. 

12. Personal experiences with Coagulene-Kocher-Fonio. A critique of 


twenty cases in which the preparation was used. GEORGE DE 
TARNOWSKY. 


The influence of ectopic pregnancy upon the uterus, with special reference to 
changes in its blood supply and uterine bleeding. The material for this study 
was obtained from twenty-five uteri associated with ectopic pregnancy, 
which were removed at the operation and, as a matter of routine, injected 
soon afterwards. The increase in size of the uterus is found to be due to 
hyperemia and thickening of the endometrium. The decidua is exactly 
similar to that of early uterine pregnancy, and no changes could be detected 
in the myometrium other than arterial and venous hyperamia. 

The author recognizes two distinct phases in the involution of the uterus 
following ectopic pregnancy, namely, a constructive and destructive stage. 
The destructive changes are venous dilatation and hemorrhage in the 
superficial portion of the compact layer of the decidua, and at the junction 
of this and the spongy layer. If the superficial type of haemorrhage pre- 
dominates the decidua is cast off in shreds, while on the other hand rupture 
of the venous spaces at the junction of the two layers results in the expul- 
sion of a decidual cast. At the end of this stage the endometrium is 
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atrophied and the compact layer is either absent or very thin. In the 
constructive stage the mucous membrane undergoes glandular hyperplasia 
and the compact layer reforms. W. W. K. 


Xviii, 6. June, 1914. 

1. The diagnosis and surgical technique to be employed in the handling 
of acute abdominal conditions ; illustrating many interesting points 
in the diagnosis and technique with original drawings. JOHN 
YouNG Brown. 

2. “Final results (after five years) in 192 patients operated upon for ectopic 
pregnancies; with special reference to subsequent uterine and 
repeated ectopic pregnancies. RICHARD SMITH. 

3. An improved Gilliam operation for uterine displacements. WHILLIAM 
CUTHBERTSON. 

4. The educational value of cancer statistics to insurance companies, the 
public and the medical profession. F. Horrman. 

5. *Death of a Full-term foetus due to constriction of the umbilical cord by 
amniotic bands; rupture of the amnion; hydramnios. EUGENE Cary. 

6. A new self-retaining abdominal retractor and wound protector. U. C. 
BATES. 

7. Amniotic membrane for the prevention of post-operative adhesions. A 
preliminary note. C. B. LAyMEn. 

8. Pituitrin in intestinal paresis following abdominal operation. O. H. 
STANLEY. 


Final results (after five years) in 192 patients operated upon for ectopic pregnancy, 
with special reference to subsequent uterine and repeated ectopic pregnancies. 
The aim of this article is to obtain statistical data as to the advisability of 
conserving the apparently healthy opposite tube in ectopic gestation. ‘Two 
questions call for an answer : What are the chances of a subsequent uterine 
pregnancy? What is the risk of a second extra-uterine gestation taking 
place? Recent statistics put the former at about 44 per cent., and the 
latter (collected two years ago by the author) at 3.8 per cent. Smith 
regards this last figure as far too low because he omitted to make allowance 
for such factors as age, type of operation, lapse of time since the operation 
and the migration of patients. 

In order to obtain more accurate and reliable data he has now collected 
accounts of 192 patients operated upon by American surgeons. Only those 
cases have been included which have been traced, in which the essential 
details have been complete and which have been operated upon at least five 
years ago. This last proviso was inserted in order to allow of a reasonable 
time for pregnancy to have taken place. 

The results of this investigation may be briefly summarized as follows : 
Well, 81.0 per cent.; Subsequent pregnancies (when such was possible), 
32.6 per cent. ; Subsequent ectopic (when such was possible), 14.6 per cent. 

Patients reported as ‘‘ Well’’ were either in perfect health or suffering 
from some condition in no way related to the extra-uterine gestation, and 
in estimating the percentage of subsequent pregnancies, whether in the 
uterus or in the tube, both the patient’s age and the nature of the operation 
were taken into consideration. 

As a result of the consideration of the figures given above the author 
concludes that the apparent healthiness of the opposite tube is not in itself 
a reason for conserving it, but that the determining factors are the patient’s 
age, number of children and her wishes as to subsequent pregnancies. 
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Death of a full-term foetus due to constriction of the umbilical cord by amniotic 
bands ; rupture of amnion; hydramnios. Eugene Cary reports the case of a 
2-para, aged 32, who had been in good health during pregnancy except for 
a slight and transient albuminuria. During the latter months of preg- 
nancy she developed hydramnios. Two days before the onset of labour 
she noticed ‘‘ excessive kicking of the baby,” but all movement ceased 
after this. 

The membranes ruptured at the onset of labour and twelve hours later 
a slightly macerated female foetus was delivered—weight 3,344.3 grams, 
and length 57.0cm. The placenta was normal. The chorion was intact 
but there was only a short fringe of amniotic membrane about 10.0 cm. 
long attached to the placental insertion of the cord. The rest of the amnion 
was wrapped around the umbilical cord, about 25.0cm. from the umbilicus 
in such a way as to completely arrest the circulation. 

The author has been unable to find any records of rupture of the amnion 
associated with hydramnios, and only one case (Braun) in which the rup- 
tured amnion constricted the cord. W. W.K. 


Bulletin de la Société d’Obstétrique et de Gynécologie de Paris, 
etc. 
No. 1, January, 1914. 

1. *New results observed at Tarnier’s clinic after the use of Nicolle’s anti- 
gonococcic vaccine. Bar and LkQuEux. 

2. On the prognostic value of haemoconia in puerperal icterus. JEANNIN 
and LEVANT. 

3. Abderhalden’s reaction and the diagnosis of pregnancy. Le LORIER. 

4. “Diagnosis of puerperal gonorrhoea by laboratory methods. Fasrr and 
DUJOL. 

5. Extra-membranous pregnancy. GONNET. 

6. On bradycardia and ventricular automatism provoked in the puer- 
perium by ocular compression. FAsre and PETZETAKIS. 

7. Pelvic radiography by MacKendrick and Young’s method. Fare and 
TRILLAT. 

8. A case of spontaneous version in shoulder presentation. Voron. 

9. A case of primary face presentation. FABRE and RHENTER. 

10. Two cases of pernicious aneemia of pregnancy. Fasre and BOuRRET. 

11. Ceesarean section in a case of double uterus. FRUHINSHOLZ and Gross. 

12. Wertheim’s operation in uterine cancer. Wertss and SENCERT. 

13. A case of spontaneous inversion of the uterus. Spire. 

14. Ceesarean hysterectomy in a case of unicorn uterus. FRUHINSHOLZ 
and Jos. 


New results observed at Tarnier’s Clinic after the use of Nicolle’s anti-gono- 
coccic vaccine. Four patients suffering from double salpingitis, who were 
shewn at the previous meeting of the society, as cures after the use of 
Nicolle’s anti-gonococcic vaccine, were again shewn. ‘Three had remained 
well and had returned to active life, and one had relapsed. Seven fresh 
injections have been given and this patient now appears quite well. Three 
fresh cases have been treated by injections with success. They are (1) 
suppurative Bartholinitis, with vaginitis and leucorrhcea; (2) double sal- 
pingitis; (3) purulent ophthalmia neonatorum with suppurative dacryo- 
cystitis. 

Diagnosis of puerperal gonorrhcea by laboratory methods. Fabre and Dujol 
have employed a vaccino-diagnostic method, giving intradermic injections 
of the vaccine of Hallien and Carrier in doses of 50,000,000. In gonorrhoeal 
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cases general focal and local reactions occur, and are absent in non-gonor- 
rhceal conditions. The general reaction consists of malaise, rise of tem- 
perature, and occasionally transitory albuminuria. The focal reaction was 
cystitis in one patient, uterine discharge with abundance of gonococci in 
another, etc. The local reaction is analogous to that in tuberculosis, being 
a papule of 3 to 10 millimetres, which appears at the site of inoculation and 
disappears in three to four days. 


No. 2, February, 1914. 


. *The treatment of gonorrhceal ophthalmia of the new-born. Morax. 

2. Voluminous uterine fibroid; puerperal infection and mania, hysterec- 
tomy, cure. JEANNIN. 

3. Ceesarean section for rachitic pelvis. Perforation of the stomach. 
DEMELIN. 

4. Co-existence of extra- and intra-uterine pregnancy; simultaneous 
rupture at the third month. Recovery without operative interven- 
tion. ROUVIER. 

Two cases of unruptured extra-uterine pregnancy. VINcENT & LAFFONT. 

A teratencephalic monster of about seven months. CaBANEs & LAFFONT. 

Dermoid cyst of the ovary opened by colpotomy. FERRARI. 

An ovarian cyst with torsion of its subhepatic attachment. DEMONS 
and CHARBONNEL. 

g. Spina bifida and double club-foot. Lerour and BALARD. 

10. Hydatidiform mole with cystic hypertrophy of the ovaries simulating 
heematocele with ovarian cyst. BrGourn and ANDERODIAS. 

11. *Mumps in pregnancy at term. CHAMBRELENT. 

12. Dystocia from excessive size of child (6kg. 410). Porro’s operation 
after unsuccessful attempts to deliver by the natural passages. 
GILLES. 

13. A contribution to the study of the thorax in the new-born. MAuREL. 

14. Retention to term and spontaneous evacuation of a foetus dead at the 
fourth month after commencement of labour and loss of the waters. 
GoMMA. 

15. Foetal traumatism. AUDEBERT. 

16. Uterine rupture. AUDEBERT. 

17. Paludism and the puerperal state. Fournier. 

18. Foetal dystocia from ‘abdominal enlargement (ascites and retention of 
urine). GiLLEs, Rogues and LEFEVRE. 

19. Heematometra and haematocolpos from partial absence of the vagina. 
DIEULAFE. 

20. Traumatic fibroma of the abdominal muscles. DreuLar#. 

21. Two cases of recent uterine inversion. Povux. 

22. The third conservative Caesarean section in the same patient; opera- 

tion during labour at term; twins. GILLEs. 
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The treatment of gonorrheeal ophthalmia neonatorum. Morax recommends the 
use of Nicolle and Blaizot’s vaccine combined with the use of silver nitrate 
and argyrol. 


Mumps in pregnancy at term. ‘The mother was delivered normally during 
the acute attack. She nursed the infant which never showed any signs of 
infection, but her other two children, aged 7 and 9, notwithstanding isola- 
tion, developed mumps. FRANK E. TAytor. 
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Zentralblatt fiir Gynakologie. 
No. 29, July 18, 1914. 
1. “On a constant sign of early pregnancy. A. LABHARDT. 
2.*A new abdominal operation for retroflexion of the uterus. W. 
RINDFLEISCH. 

3. A case of post-mortem Czesarean section. ZENGERLE. 
Collections of abstracts from recent literature on :— 

Radiology. 

Eclampsia. 

Syphilis and gonorrhoea. 

Urinary organs. 

Deformities of the genital tract. 


On a constant sign of early pregnancy. A violet discoloration of the vulval 
and vaginal mucous membrane is one of the earliest signs of pregnancy, 
and Labhardt has noticed that such discoloration constantly makes its first 
appearance as a livid strip of discoloration in the mucous membrane of the 
suburethral region. This livid strip, from 4 to 4cm. in breadth, running 
transversely about 1 cm. beneath the urethral orifice, forms an extremely 
early and constant sign of pregnancy. It is due to the congestion of a 
superficial transverse venous anastomosis between the veins of the bulbi 
vestibuli. 


A new abdominal operation for retroflexion of the uterus. The peritoneum cov- 
ering the round ligaments near their insertion into the uterus is incised : 
the exposed round ligaments are drawn out as far as possible from their 
peritoneal tunnel and the loop so formed is cut off. A small vertical 
incision is now made in the peritoneum on the posterior wall of the uterus, 
about half way between the fundus and the cervix. Through this incision 
a pair of curved forceps is passed beneath the peritoneum, upwards and 
outwards, to seize the cut distal end of the round ligament. The ligaments 
are drawn down from either side and stitched to the posterior wall of the 
uterus. The author has performed the operation in six cases and is pleased 
with his results. 


No. 30, July 25, 1914. 
1. A conservative: method of treatment for umbilical herniz in infants. 
F. AHLFELD. 

2. On euphyllin as a diuretic in eclampsia. K. REIFFERSCHEID. 
3. *The treatment of amenorrhcea : a plea for the intrauterine stem. RIkcK. 
Collections of abstracts from recent literature on :— 

Narcosis and anesthesia. 

Sterility. 

General gynzecology. 


The treatment of amenorrheea. Rieck claims considerable success in the 
treatment of idiopathic amenorrhoea and scanty menstruation by the use 
of the intrauterine stem. He gives details of twenty-two cases, all success- 
ful. The paper deals with the technique of the treatment, the best variety 
of stem, the duration of the treatment, and its chief indications and contra- 
indications. The method is an old one which, he maintains, deserves to 
be removed from the obscurity into which it has fallen. 
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Hernia of the uterus, vagina and Fallopian tube in a boy. 

BRAITHWAITE and CraiG (Brit. Med. Journ., July 25, 1914). The authors 
operated on a boy aged 14 for left inguinal hernia. The external conforma- 
tion of the boy was normal: the penis was well-formed, there was no 
alteration in the formation of the scrotum, the right testis had not 
descended. On the left side there was a normal-sized testis lying at the 
bottom of a hernial sac which reached to the lowest limit of the scrotum. 
After the hernial sac had been opened and the testis pulled downwards 
there came into view the whole of the internal generative organs of a 
female, with the exception that the positions usually occupied by the 
ovaries were filled by testes. The uterus was of the normal size of a female 
of this age and was slightly bicornute : the lower part of the uterus ended 
in a thickened cone at the cervix and from this there passed off a wide 
band of tissue in the position of the vagina. The Fallopian tubes were 
perfect : the presence of testicular tissue in the bodies lying in the position 
of the ovaries was proved by miscroscopical examination of excised portions. 
The question of treatment presented difficulties : eventually it was decided 
to close the opening in the sac and return the whole to the abdomen : this 
was easily done and the radical cure for hernia performed. 


The serum diagnosis of pregnancy and cancer: a critical study of 
Abderhalden’s method. 

A. Leitcu (Brit. Med. Journ., July 25, 1914). This paper commences 
with an exposition of the theory of the method and finishes with tables of 
results of cases in which the dialysation method was employed. The 100 
results fall into four tables : (1) tests with the serum of pregnant cases, 36; 
(2) control tests : gynzecological cases, 11; (3) control tests : cancer patients, : 
22; (4) control tests: normal and other conditions, 31. 

Leitch summarizes as follows: ‘‘To sum up the results of the above 
100 cases tested to prove the diagnostic worth of the dialysation reaction in 
pregnancy, we find that by the most generous reading possible, judging 
by two sets of experiments and not by the usual one, making allowances 
for all the hypothetical fallacies, we have still 17 most glaring mistakes 
in diagnosis, which of itself is a large percentage, sufficient to destroy the 
diagnostic worth of the reaction. But if we apply to the good results the 
same code of ethics by which we reject the undesired, then the whole theory 
becomes worthless.”’ 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNASCOLOGY. 
Meeting held Thursday, October 8th, 1914. 

Dr. W. S. A. Grirritn in the Chair. 

SPECIMENS. 

Dr. H. Russet. ANDREWS recorded a case of ‘‘severe bleeding after the 
menopause due to rupture of a vein in the endometrium.’ ‘The patient was 
aged 49 years, her periods ceased in 1910, there was a severe flooding in 
May, 1911. On admission the patient was blanched and a tumour was 
found reaching to above the umbilicus, this was proved at operation to be 
a degenerating fibroid. The tumour did not bulge into the cavity of the 
uterus, but the latter was enlarged and two dilated veins were seen on the 
surface of the endometrium; one of these had an opening visible to the 
naked eye. When the uterus was squeezed, blood oozed out of this open- 
ing. The opening was large enough to admit a piece of thick silkworm gut. 

Remarks were made by Dr. HERBERT SPENCER. 

Dr. ARTHUR GILES and Dr. CuTHBERT LOCKYER showed a case of preg- 
nancy occurring within the ovary. The patient was aged 32 years, she 
consulted Dr. Arthur Giles for sterility. Six months previously a 
menstrual period had been missed after which the monthly flow was 
resumed as usual. On examination Dr. Giles found a rounded swelling 
the size of a duck’s egg to the right of the uterus. This was diagnosed as 
an ectopic gestation. At the operation the tumour was found to belong to 
the right ovary, the corresponding tube and mesosalpinx were normal. 
With the aid of the epidiascope Dr. Cuthbert Lockyer demonstrated : (1) 
that the pregnancy sac was completely surrounded by a capsule of ovarian 
stroma. (2) The presence of a large amniotic sac in which no foetus had 
been discovered. (3) Large chorionic villi with their mesoblast undergoing 
mucoid degeneration. (4) Calcareous deposits in the blood clot around the 
villi. (5) Decidual reaction in the connective tissue of the medullary por- 
tion of the ovary. (6) Decidual reaction in the cortical substance of the 
ovary. No lutein lamina could be found investing the gestation sac. The 
case was one of true ovarian pregnancy in which the embryo had died and 
the amniotic sac had become dilated by hydramnios. There were no 
visible blood vessels in the enlarged villi but their degeneration and the 
presence of calcareous deposits on the blood-clot suggested that the death 
of the ovum must have occurred some long time before the operation. 

Dr. ArtHUR GiLEs showed slides prepared from a case of chorion 
epithelioma removed from a patient aged 50 years accompanied by a report 
on the histological findings by Dr. Dudgeon and Mr. Gordon Ley. 

Remarks were made by Dr. BLarr BELL, Dr. HERBERT SPENCER and Mr. 
Gorpon Ley. 

Mr. Matco_m showed a fibromyoma uteri complicated by diffuse simple 
papilloma of the interior of the uterus. Those members who examined the 


sections were of the unanimous opinion that the ‘‘ papilloma ’’ was an 
adenocarcinoma. 


~ 
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Mr. DonaLD Roy communicated a case of puerperal eclampsia, fatal, 
from rupture of a large subcapsular haematoma of the liver into the 
peritoneal cavity. 

Mr. J. D. MALCOLM read a paper on 
CASES IN WHICH AN INTESTINAL FISTULA WAS MADE WITH A VIEW TO FACILI- 

TATE RECOVERY FROM OPERATION UPON THE ABDOMEN 
of which the following is an abstract :—. 

Mr. Malcolm discussed the condition sometimes arising after an 
abdominal section in which the surgeon believes that if the patient’s bowels 
will move, recovery will follow, but if the bowels will not move the patient 
will die. The symptoms were usually attributed to a paralysis or a paresis 
of the intestine and this, in turn, was commonly believed to be due to a 
septic peritonitis. Mr. Malcolm expressed the opinion that in many of 
these cases the cause of trouble was not a septic peritonitis, but that the 
symptoms were due in part to a feebleness of peristaltic force, in part to 
some more or less definite obstruction of the intestine and that the condi- 
tion might be correctly described as one of acute intestinal stasis. He 
recalled the fact that when opium was given in full doses after every 
abdominal section most of the cases did well, but if no gases escaped from 
the anus the patient always died not later than the fifth day, and a slight 
spreading peritonitis was found after death. If in one of these cases a 
second operation was performed in the hope of finding an obstruction early 
on the fourth day or sooner, but when the symptoms were well developed, 
there was never any sign of spreading peritonitis in a typical case. More- 
over, sometimes, if no second operation was undertaken, a_ patient 
iminensely distended and apparently moribund would, without apparent 
cause, begin to pass gases from the rectum and all the symptoms would be 
completely and rapidly resolved. It was argued that the peritonitis found 
after death, when death occurred, could not be the cause of the symptoms 
and that it was a consequence of the mode of death. The effect of modern 
treatinent by substituting stimulation of the bowel and rational feeding 
for continuous administration of opium and starvation was pointed out and 
records of cases were given in support of these views. 

In three cases patients seemed certain to die from vomiting and disten- 
sion respectively on the roth, 5th and sth days after an abdominal section. A 
Paul’s tube was therefore inserted into the small intestine in two cases 
and into the caecum in the third and immediate relief of all symptoms 
followed. In the first case the patient died sixteen months after the 
operation from general tuberculous disease with the fistula still open. In 
the other two cases the fistula was closed by operation and recovery was 
complete. In these three cases the bowel below the fistula resumed its 
functions without further surgical treatment. 

In a fourth case under similar circumstances the second operation failed 
and the patient died. There was no post-mortem examination but there 
was a focus of infection from which peritonitis might have started. The 
writer assisted at two other operations for the relief of distension five days 
after the primary operation and these proved fatal, one being certainly a 
case of septic peritonitis. In both these cases attempts to release adhesions 
were made. 

In Mr. Malcolm’s fourth case there was intense pain over the site of a 
colon anastomosis and great distension on the third day after the operation 
when complete relief was given by inserting a Paul’s tube into the caecum. 
The fistula closed spontaneously when an ileo-sigmoidostomy was per- 
formed sixteen days later. 
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In two other cases a fistula was made in the course of an operation— 
once in the ileum, once in the caccum—to keep the lower bowel quiet, with 
good results, the fistula being closed later by operation. 

The importance of not making a fistula unnecessarily was insisted upon 
but the fact that this treatment would occasionally save a life that would 
otherwise be lost was shown by the records given. 

The making of a fistula for the relief of distension was not likely to be 
successful in a case of septic peritonitis. If an early diagnosis could be 
made in a strong patient an immediate release of adhesions might give the 
most satisfactory results, but after the third day if the patient was weak 
and if there were many adhesions an extensive operation would almost 
certainly prove fatal, whereas a simple formation of a fistula might bring 
about a cure. 

The paper was discussed by Dr. Tate, Dr. BriGcs, Dr. Husert Roperts, 
Dr. Gites and Mrs. SCHARLIEB. 


ROYAL, ACADEMY. OF MEDICINE IN IRELAND.. 
SECTION OF OBSTETRICS. 


President : M. J. Gipson. 
Sectional Secretary : 


Friday, October 30, 1914. 
The PRESIDENT in the Chair. 


EXHIBITS. 
MALIGNANT ADENOMA UTERI. 

Dr. FitzGisson showed a uterus with malignant adenoma 
removed from a patient aged sixty. The history of the case was :—M.B., 
unmarried, had been told when thirty-five years of age that she had a 
fibroid of the uterus and advised not to have it removed. Menstruation 
was always normal, and the menopause occurred at forty-eight years of age 
normally. Since then there had been no bleeding or discharge until seven 
months before being first seen by Dr. FitzGibbon. Bleeding had then 
occurred and lasted fourteen days, and had been recurring irregularly ever 
since, and sometimes profuse. It had been continuing heavy for a month 
when first seen, and the patient was very anemic. On examination the 
uterus was found uniformly enlarged, about the size of a four months’ 
pregnancy, somewhat soft, and the cervix small and atrophic. The 
diagnosis of myoma was made probably undergoing some degeneration. 
Laparotomy and panhysterectomy was performed, and the patient made 
an excellent recovery. The specimen showed a soft cauliflower growth 
filling up the cavity of the uterus and growing all over the walls, which 
were very thick, about 14 inches, and at one part showing a line of demar- 
cation which might have been the capsule of an original fibroid. Sections 
of the growth showed typical adenoma with very marked malignant 
characters in some parts, and invading the wall of the uterus. The cervix 
was quite free from invasion. A second section was shown of a non- 
malignant adenoma removed from a girl of twenty-eight, which had been 
extruded from the uterus as a polypus, and showing great similarity in 
structure, but without any malignant characters. 

Sir WiLL1AM SMYLy said there could be little doubt that Dr. FitzGibbon’s 
explanation was the correct one—namely, that it was a myoma which had 
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been invaded by a cancer. He recalled a case of a similar nature which he 
mistook for myoma. 

Dr. ROWLETTE said the specimen appeared to him to be a carcinoma 
occurring in a uterus already the seat of a fibroid. Such an event was not 
uncommon where a fibroid gave rise to irritation of the endometrium. 
Dr. FitzGibbon’s second specimen was of much interest for comparison. 
There was in it a great growth of glandular tissue without obvious evidence 
of malignancy, but nevertheless he would regard the case with suspicion. 

The PRESIDENT said that the greater frequency of carcinoma of the body 
in cases where fibromyomata are present over that of cases in which they 
are absent, and the fact that degeneration of fibromyomata is most usual 
after the menopause has necessitated that we should abandon the opinion 
that after the menopause fibromyomata are not likely to give trouble. 


Fiproip UTERUS. 


Dr. SoLomons said that there was nothing remarkable about the size of 
the specimen shown. The girl from whom it was removed was unmarried, 
aged twenty-seven years, and came to Mercer’s Hospital complaining of 
uterine hemorrhage. On examination fibroid uterus was diagnosed 
though the uterus was not at all typical, being quite smooth and feeling 
like an ordinary myometritis. Palliative curettage and styptic treatment 
was carried out, and the patient was told to return if the symptoms did not 
abate. She was sent to a convalescent home, but as the haemorrhage 
recurred, she returned to the hospital. She was then very blanched in 
appearance. The abdomen was opened in the hope of performing myomec- 
tomy, but when the uterus was opened it was found to be studded with . 
myomata, some submucous, others interstitial. Hysterectomy was done. 
The case showed how impossible it was to promise myomectomy. He 
considered that the devotees of x-ray treatment for myoma would possibly 
have looked on this case as favourable. It, however, appeared to him that 
owing to the patient’s condition there was nothing to be done but to open 
the abdomen and remove the uterus. 

Dr. Suet considered that the most important point about the specimen 
was the early history. He referred to the remark by Dr. Solomons that he 
(Dr. Solomons) ‘ considered it to be an ordinary case of enlarged uterus, 
and that curetting, followed if necessary by styptic treatment, would have 
been most useful.’? He would like to know what Dr. Solomons looked on 
as an ‘‘ ordinary ” case of enlarged uterus for which curetting and styptic 
treatment would be useful. 

The PRESIDENT said that he had been puzzled on some occasions when 
he had to deal with such cases as Dr. Solomons’ exhibit illustrated, when, 
owing to the infiltration of the uterus with fibomyomata, myomectomy 
without practical destruction of the uterus proved to be impossible. He 
considered that hysterectomy was the only course which could have been 
adopted in this case. 

Dr. Solomons said that when he saw the case first he had recorded it 
as one of fibroid uterus, though it was very atypical on palpation, resem- 
bling more a uterus enlarged by myometritis. He informed the patient 
before the second operation that he would endeavour to remove the tumours 
without the uterus, but got permission, if he found this impossible, to 
remove the uterus. He considered if this permission were not obtained 
it would be better to defer hysterectomy. 


~ 
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THE HEART AND KIDNEYS IN PREGNANCY. 


Dr. M’ALLISTER gave a summary of the various conditions of the heart 
which might influence pregnancy, and the forms of renal lesions which 
might pre-exist or occur during pregnancy. 

Sir Wu..1AM SMyLy said he did not remember any patients with which 
he had anything to do actually dying from heart disease during pregnancy 
or labour. In practice one had to go according to symptoms much more 
than physical signs; if the heart was competent it might be left alone, but 
if it became incompetent it would be necessary to try to restore it by the 
administration of strophanthus and digitalis, and if not successful the 
patient should be delivered. Speaking of affections of the parenchyma of 
the kidney which he thought Dr. M’Allister said does not occur during the 
first few months of pregnancy, he had at present a patient who was three 
months’ pregnant and who showed very marked signs of kidney disease. 
He was not sure at first as to whether it was disease of a chronic nature or 
disease peculiar to pregnant woman. He tried the patient on a milk diet, 
but she grew worse, and he, therefore, felt inclined to end the pregnancy 
on account of the size of the uterus and the fact that there was no quicken- 
ing which indicated that it was, perhaps, a molar pregnancy. The patient 
also developed ocular symptoms of an alarming kind. Taking all the 
signs, together with the fact that she was passing very little urine, he 
decided to empty the uterus of what proved to be hydatidiform mole. The 
dropsical symptoms afterwards disappeared and the patient recovered. He 
thought the fact that patients improved rapidly after the removal of the 
ovum suggested that the ovum was the cause of the toxezemia, and hence 
one would imagine that to remove the ovum was the best cure. He always 
advocated that in cases which do not improve under treatment the uterus 
should be emptied. He understood Dr. M’Allister to suggest that increased 
blood pressure was a good thing, but in eclampsia he had always considered 
that greatly increased blood pressure was the chief danger. 

Dr. Hastincs TWEEpDy said he approached the conditions discussed from 
a different standpoint to that of Dr. M’Allister, whom he congratulated on 
the excellence of his communication. The latter considered that the 
kidney and the heart disease must be held accountable for the grave prog- 
nosis and for the associated toxic state. He (Dr. Tweedy) held on the 
other hand that all the pathological conditions found in association with 
toxcemia arose as a consequence of the poison, and in no instance was the 
poisoned state the result of the kidney lesions. He was glad to understand 
that the deleterious influence of milk and other foods had become recog- 
nized, at all events in Dublin, as a causal agency in the onset of eclamptic 
fits. It appeared to the speaker as absolutely proved that food-stuffs acted 
as partial poisons to almost all pregnant women. He thus accounted for 
the presence of morning sickness. A tolerance against these food poisons 
became established in the majority of instances, but when this was not so, 
acute toxaemic degeneration resulted. Hydraemia seemed an exception to 
this rule. This condition he found nearly always associated with a dead 
or imperfect ovum and a diseased placenta. All the other forms of preg- 
nancy degeneration of organs could be arrested by abstention from all forms 
of food, combined with free purgation, and the ingestion of large quantities 
of alkaline water. In this way will be brought about the cure of the kidney 
and special form of heart disease so much feared by Dr. M’Allister. 

Dr. Crorron said there were several points that might be suggested for 
investigation, the first being the bacteriology of the urine. In certain cases 
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of eclampsia he had found the urine to be badly infected with micro- 
organisms. He suggested that it might be well to examine the urine 
bacteriologically in order to see if this was a common occurrence. He 
pointed out that in pregnancy there was usually great hypertrophy of the 
suprarenals, and that if the secretion of these was unbalanced it might be 
a cause of the high blood pressure. Another point not to be lost sight of 
was the influence of diet on the flora of the gastro-intestinal tract. He 
thought it quite possible that in these cases part of the vicious circle was 
produced by septiczemia brought about in this particular way. He thought 
it might be possible to devise some experiments as to the nature of the 
protein that was being excreted by the kidneys in these cases—whether it 
was food protein or the proteins of the blood. He thought the term arterio- 
sclerosis ought not to be applied to the condition of the uterine arteries in 
pregnancy. It was obvious that they were only hypertrophied and capable 
of retrogression. 

Dr. So.omons said although it was fairly well recognized that hyper- 
trophy of the heart occurred in pregnancy there were some, he considered, 
that appeared to be hypertrophy but were really displacement. He would 
like to know whether Dr. M’Allister had noted at what time during preg- 
nancy this hypertrophy commenced, and whether it occurred all through 
the pregnancy. He also inquired if Dr. M’Allister had noted during his 
observations whether in the pregnant woman there was an increase of 
pulse rate when she assumed the erect posture. It appeared to him that 
everybody accepted the food theory as advanced by Dr. Tweedy. He 
mentioned a case of eclampsia where the patient was well for twenty-four 
hours, but when milk was given a fatal result ensued. He recalled a case 
of toxzemia of pregnancy reported by him when assistant master in the 
Rotunda in which the patient had general anasarca with all signs of kidney 
disease, and a mitral murmur. All these symptoms and signs disappeared 
when labour had been induced. 

The PRESIDENT said that regarding heart conditions he had seen a 
certain amount of trouble, even in ordinary uncomplicated disease of the 
heart. The increase of blood pressure during pregnancy or labour tells on 
a diseased heart. In cases of the toxeemia of pregnancy he considered the 
blood pressure of great importance. It was of benefit because it helped 
excretion, but the evil effect of continued high blood pressure on a poisoned 
heart shows itself after convulsions supervene when the pulse is the best 
index of the gravity of the case. When, in spite of treatment for the 
toxcemia, the blood pressure continues to increase, it is usual to find 
corresponding evidence in the urine and general condition of the patient 
that the toxzemia is increasing. In some of these cases the patient has 
practically no symptoms of toxcemia before the onset of convulsions or 
coma, and in these cases most information is to be derived from the blood 
pressure and urine. Sometimes the auto-intoxication becomes extreme, 
apparently the anterior cerebral cortex being unusually irritant proof, and 
finally the patient dies without convulsions, or after one or a few. If in 
cases of toxsemia the patient’s condition did not rapidly improve, absolute 
rest, purgatives and nothing but water might be tried for four days. The 
blood pressure, urine and general condition of the patient decide the 
progress of the case. He failed to see how food could produce the toxcemia 
of pregnancy, but when toxsemia is present, food, and particularly milk, 
should be withheld until the toxaemia has definitely decreased. By throw- 


ing extra work on the injured liver and kidneys, food aggravates the 
disturbances in them. 
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Dr. M’ALLISTER, in replying to the remarks, said Sir William Smyly’s 
case was of exceptional interest, as it bears out the relationship supposed 
to exist between disease of the kidney and hydatidiform mole. A particu- 
larly interesting point was that the case had not sufficiently advanced for 
the foetus to have been preserved, and this would support the idea that if 
it was a poison within the uterus that was responsible, then that poison 
was not a foetal poison but one derived from the other intra-uterine tissues 
As to the relationship between blood pressure and eclampsia, he considered 
it more favourable for a patient to have a moderately high blood pressure 
if she had or was going to get eclampsia. He thought that possibly many 
‘patients did not get eclampsia because their blood pressure was high. 
Dealing with the idea as to whether a toxzemia brings about the kidney 
condition or vice versa—bearing in mind those cases where eclampsia 
develops very rapidly and the urine is found to have altered tremendously 
within twenty-four hours, such a rapid change suggested some reflex 
nervous force interfering with the circulation through the kidney, and in 
that way with the excretion of certain poisonous substances. In some 
such way one must explain these rapidly developing cases. Referring to 
the infarcts recently described by Dr. Young, he thought the idea sug- 
gested was that it was not these infarcts as seen that are responsible for 
eclampsia, but that it was their early stages that were responsible, as in 
these stages there was localized interference with the circulation in the 
placental tissue, and it was in this stage autolytic poisons were absorbed 
by the surrounding blood vessels, thus causing symptoms of toxeemia. He 
agreed that a rise in blood pressure made one anxious, but the mere fact 
that the blood pressure was rising would not justify interference. He 
considered it well to wait until the blood pressure had risen to 190 or 
200mm. of mercury, and that even then one should be guided by the 
effect of the rise on the patient. In reply to Dr. Crofton he could hardly 
agree that bacteriological examination was easy on account of the difficulty 
of getting urine from the bladder without contamination occurring. 
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